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This  qualitative  field  research  uses  an  inductive  pro- 
cess to  generate  a  grounded  theory  to  explain  the  vast  array 
of  interactional  and  organizational  behaviors  of  the  rescue 
squad.   This  particular  rescue  squad  is  a  division  of  the 
city  fire  department  in  a  southeastern  urban  area.   The  study 
essentially  proposes,  via  the  theory,  a  set  of  hypothetical 
generalizations  from  a  phenomenological  perspective  about 
rescue  care. 

Visibility  and  uncertainty  are  two  major  problems  which 
confront  rescue  workers  and  influence  their  occupational 
life.   In  response  to  these  problems,  "Covering,"  a  protec- 
tive process,  emerges  as  a  core  variable  and  basic  social 
psychological  process  which  explains  much  of  the  variation 
in  their  work  behavior.   Covering  has  three  implementing 
subprocesses--casing  out,  categorizing,  and  disposing-- 
which  are  a  combination  of  behaviors  and  a  mental  stance 
necessary  for  rescue  to  cover  successfully. 


Each  subprocess  has  its  own  properties,  conditions, 
and  strategies.   Casing  out  includes  visualizing,  inter- 
acting, and  examining.   Categorizing  presumes  the  evaluation 
of  a  patient's  illness,  behavior,  and  social  situation,  and 
disposing  includes  routinizing,  pref erentializing  and  dis- 
counting behaviors,  and  interaction. 

As  applied  research  the  study  has  implications  for 
education  and  can  contribute  to  the  development  of  a  formal 
theory  on  covering  or  on  emergency  care. 


We  should  set  aside  all  previous  habits  of 
thought,  see  through  and  break  down  the  mental 
barriers  which  these  habits  have  set  along  the 
horizons  of  our  thinking  and  in  full  .  .  . 
freedom,  proceed  and  lay  hold  of  those  genuine 
problems  still  awaiting  fresh  formulation  which 
the  liberated  horizons  on  all  sides  disclose 
to  us.  .  .  .  These  are  hard  demands,  yet 
nothing  less  is  required. 

Husserl  (1960,  p.  34) 


PART  I 
INTRODUCTION 


CHAPTER  I 

RELATED  PERSPECTIVES,  EVOLUTION  OF  INTEREST,  AND 
CHOICE  OF  METHOD 


The  General  Problem  of  Emergency  Medical  Services 

The  specialty  of  Emergency  Medicine  is  a  newly  creden- 
tialed  and  respected  residency  for  physicians  and  is  recog- 
nized in  a  proliferation  of  journals.   Jobs  in  the  emergency 
room  entice  nurses  who  want  "excitement"  in  their  work. 
Cardiopulmonary  resuscitation  courses  are  omnipresent. 
Heliports  and  scuba  rescue  teams  are  often  an  integral  part 
of  a  city's  rescue  facilities.   Emergency  care  has  become 
an  expected  part  of  contemporary  health  care. 

For  the  last  ten  years  in  urban  areas  rescue  workers 
have  been  a  visible  part  of  American  culture.   Television 
and  newspaper  coverage  of  rescue's  work  in  accidents  and 
disasters  occurs  daily.   The  television  show,  Emergency, 
offers  a  combination  of  drama  and  romance  with  the  paramedic 
emerging  as  a  sort  of  contemporary  urban  cowboy.   Pre-hospital 
care  has  indeed  found  a  special  place  in  the  American  con- 
sciousness, and,  according  to  McDermott  (1976),  "America  has 
fallen  head-over-heels  in  love  with  the  paramedic"  (p.  50) . 

Prior  to  1967,  in  the  event  of  a  car  accident  or  an- 
other type  of  trauma,  private  ambulance  companies  or  local 
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undertakers,  critically  called  "body  snatchers"  and  "death 
wagons,"  raced  to  the  scene.   Arguments  between  companies 
ensued  because  bodies  were  a  source  of  income.   If  a  victim 
was  alive  he  was  raced  to  the  hospital  without  treatment, 
due  to  ambulance  personnels'  lack  of  training  and  equipment. 
Upon  arrival  at  the  emergency  room  the  patient  often  re- 
ceived inadequate  emergency  care  in  the  absence  of  a 
physician. 

Early  research  in  emergency  medicine  generated  the  fol- 
lowing cata  which  demonstrate  the  need  for  better  patient  care: 
A  victim's  chances  of  survival  in  a  critical,  life-threatening 
medical  emergency  are  improved  if  trained  personnel  arrive 
soon  after  the  onset  of  the  injury  or  illness.   If  normal 
heart  or  airway  function  have  failed,  the  victim  must  receive 
help  within  five  minutes  (Pantridge,  1969;  Grace  and  Chad- 
bourn,  1969) .   The  less  critical  victim,  particularly  the 
trauma  victim,  requires  proper  care  and  handling  to  avoid  two 
problems  of  trauma:   after-shock  and  improper  movement  (Fitts 
et  al.,  1964;  Von  Wagoner,  1961;  Accidental  Death  and  Dis- 
ability, 1970)  .   With  good  pre-hospital  care,  it  was  pro- 
jected that  there  would  be  a  25-30%  decrease  in  patient 
mortality,  loss  of  limb,  and/or  functioning  (Micek,  1977) . 

Gradually  health  care  providers  recognized  two  major 
weaknesses  in  the  delivery  of  emergency  medical  care: 
(1)  the  pre-hospital  phase,  extrication  of  the  patient  from 
the  accident  site,  delivery  of  on-site  medical  care  and 
transport  to  the  hospital;  and  (2)  the  lack  of  prompt  and 
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expert  medical  care  immediately  upon  the  patient's  arrival 
at  the  hospital  (Leonard,  1978,  p.  20). 

Concern  with  the  pre-hospital  phase  led  to  the  develop- 
ment in  1960  by  the  Department  of  Health,  Education,  and 
Welfare  of  an  Emergency  Medical  Services  (EMS)  program  in 
the  Division  of  Accident  Prevention.   Lacking  the  necessary 
support  it  was  moved  to  the  Department  of  Transportation 
(DOT)  with  the  passage  of  the  Highway  Safety  Act  of  1966. 
Emergency  Medical  Services  was  one  of  the  standards  for 
Highway  Safety  and  was  granted  federal  funding.   The  neces- 
sity for  emergency  medical  service  was  documented  in  the 
1966  National  Academy  of  Sciences-National  Research  Council 
publication  entitled  "Accidental  Death  and  Disability,  the 
Neglected  Disease  of  Modern  Society."   The  discussion 
focused  on  deficiencies  in  the  current  medical  system  and 
the  need  for  Emergency  Medical  Technicians  (Scarano,  1978, 
p.  25)  . 

To  cope  with  the  second  identified  problem  of  emergency 
medical  care  in  the  hospital,  in  1968  the  American  College 
of  Emergency  Physicians,  a  professional  organization  of 
doctors  specializing  in  emergency  medicine,  was  started. 
It  began  with  less  than  100  members  and  now  has  more  than 
9,500  and  counts  as  one  of  its  accomplishments  the  recogni- 
tion by  the  AMA  in  1975  of  emergency  medicine  as  a  specialty 
(Leonard,  1978,  p.  20).   And,  Congress  passed  the  EMSS  Act 
of  1973  (PL  93-154)  which  called  for  regionalized  planning, 
development  of  resources,  training  of  pre-hospital  medical 
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personnel  (EMTs) ,  and  coordination  of  manpower  services 
(EMSS  Act,  1973) .   The  emphasis  was  on  "upgrading  the 
hospital  emergency  department,  the  training  of  physicians 
and  nurses  in  emergency  medicine,  and  the  establishment  of 
special  medical  facilities  such  as  burn  centers  and  poison 
control  centers"  (Motley,  1977,  p.  105).   The  Highway 
Safety  Act  of  1966  and  the  EMSS  Act  of  1973  were  to  comple- 
ment each  other  in  seeking  solutions  to  the  problems  of 
emergency  care. 

Evolution  of  the  Emergency  Medical  Technician 

The  1966  study,  previously  identified  as  "Accidental 
Death  and  Disability:   The  Neglected  Disease  of  Modern 
Society,"  showed  that  48%  of  the  nation's  ambulance  per- 
sonnel had  Standard  Red  Cross  Training  or  no  formal  train- 
ing.  Fifty-two  percent  had  Advanced  Red  Cross  Training. 
The  personnel  were  either  volunteers  or  technicians  who 
operated  commercial  or  funeral  director  ambulance  services. 
The  turnover  rate  exceeded  40%  annually  (Motley,  1977, 
p.  105) .   The  need  for  development  of  an  EMT  as  an  allied 
health  professional  was  then  identified. 

In  196  9  the  EMS  Division  of  DOT  formulated  an  81  hour 
training  course  which  was  an  improvement  over  the  Red  Cross 
course  and  has  since  been  the  national  standard  for  EMT-1. 
State  organizational  structures  and  authority  were  necessary 
to  execute  the  national  EMT  training  program.   To  facilitate 
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this,  highway  safety  funds  of  between  nine  and  fifteen 
million  dollars  annually  were  spent  on  a  matching  grant 
basis  to  develop  an  effective  pre-hospital  EMS  system 
(Motley,  1977,  p.  105)  . 

The  DOT's  Basic  Training  Course  for  EMTs  had  been 
adopted  by  47  states  by  1976.   The  remaining  states  estab- 
lished an  equivalent  course  (Rockwood  et  al . ,  1976,  p.  301).   The 
course  is  also  used  in  Portugal,  Spain,  Italy,  Japan,  Turkey, 
Australia,  South  Africa,  Germany,  Canada,  and  Belgium,  and 
is  available  in  Spanish,  Persian,  and  Arabic  (Motley,  1977, 
p.  105)  . 

Quality  control  and  the  assurance  of  continual  up- 
grading of  personnel  necessitates  that  institutions  using 
DOT  matching  grant  funds  adhere  to  certain  procedures.   And 
EMTs  are  to  be  recertified  every  couple  of  years.   To  aid 
with  recertif ication  the  EMT-Ref resher  course  was  published 
by  DOT  in  March,  1971,  and  includes  the  Basic  Course  along 
with  new  patient  care  techniques  and  the  use  of  new  equip- 
ment (Motley,  1977,  p.  106). 

Since  January  1,  1973,  candidates  for  a  National  Regis- 
try of  Emergency  Medical  Technicians  have  to  complete  suc- 
cessfully the  DOT-EMT-1  course.   The  goal  of  the  Registry, 
which  began  in  1970,  is  to  unify  education,  examination, 
and  certification  of  EMTs  on  a  national  level.   Consequently, 
an  increase  in  status  and  in  quality  control  should  result 
(Rockwood  et  al .  ,  1976,  p.  303). 


In  September,  1970,  the  Department  of  Health,  Educa- 
tion, and  Welfare  (DHEW)  and  DOT  jointly  funded  the  National 
Academy  of  Sciences  Subcommittee  on  Ambulance  Services  to 
develop  guidelines  for  an  Advanced  Training  Program  for 
Emergency  Medical  Technician-Ambulance.   Several  years  of 
pilot  testing  was  necessary  to  assure  national  acceptance 
of  the  course  which  was  devised  over  a  period  of  time  via 
contracts  with  The  Springfield  Hospital  Medical  Center 
(1972),  the  University  of  Pittsburgh (1975) ,  and  the  Uni- 
versity of  Kansas  Medical  Center  (1976) .   The  Interagency 
Committee  of  EMS  approved  the  course  as  the  national  stand- 
ard entitled,  "The  National  Training  Course  for  Emergency 
Medical  Technicians—Paramedic . "   To  complete  the  course  a 
student  has  500-800  hours  of  instruction  and  much  exposure 
to  emergency  situations  (Motley,  1977,  p.  106).   State 
paramedic  exams  with  written  and  clinical  parts  are  now 
utilized. 

The  DOT  has  also  developed  a  two  to  five-day  EMT  Dis- 
patcher Training  Course  which  is  to  help  students  learn  to 
give  life-saving  advice  prior  to  arrival  of  the  ambulance. 
An  EMT  Crash  Victim  Extrication  Training  Course  was  designed 
in  1974  to  aid  ambulances,  fire,  police,  and  first  responders 
who  do  not  have  a  rescue  unit  running  with  them.   It  deals 
with  extrication  equipment  rather  than  basic  medical  care 
of  the  patient.   A  course  entitled  Emergency  Medical  Care- 
First  Responder  is  also  available  (Motley,  1977,  p.  107). 
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In  spite  of  the  standard  EMT  courses  there  remain  vary- 
ing definitions  of  an  EMT  and  his  requisite  skills.   Judging 
by  the  time  spent  in  the  classroom,  the  EMT ' s  training  is 
minimal.   Most  of  their  learning  is  experiential.   The 
essence  of  their  role  involves  bringing  medical  treatment 
to  the  victim  rather  than  waiting  for  the  victim  to  be 
brought  to  the  hospital.   They  are  trained  in  "on-scene 
stabilization  and  treatment   of  victims  of  trauma  and 
serious  illness"  (Leonard,  1978,  p.  90).   Specifically, 
EMT-I's  are  responsible  for  establishing  an  airway,  giving 
oxygen,  controlling  bleeding,  splinting,  bandaging,  and 
doing  cardiopulmonary  resusitation.   Paramedics  or  EMT-II's 
must  be  proficient  in  all  EMT-I  functions  and  be  able  to 
use  specified  drugs,  the  electrocardiogram  (EKG)  monitor, 
intravenous  fluids,  and  defibrillation  equipment  (McDermott, 
1976,  p.  53) . 

In  contrast  to  most  physicians  and  nurses,  EMTs  must 
be  experts  in  life  support.   Often  in  extremely  chaotic 
situations  they  must  set  priorities  and  act  in  ways  that 
may  make  the  difference  between  life  and  death.   And  they, 
more  than  anyone  else,  can  relieve  human  suffering  on  the 
scene.   Lacking  the  clinical  security  of  physicians,  nurses, 
and  equipment  which  exists  in  hospitals,  they  essentially 
confront  a  "dirty  patient"  (Scarano,  1978,  p.  26).   The 
creed  of  one  EMT  Association  states,  "You'll  rarely  meet 
an  EMT  under  normal  circumstances.   You'll  only  see  him  in 
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action  in  situations  you  wish  would  have  never  happened" 
(Scarano,  1978,  p.  26)  . 

Today  EMTs  are  volunteers,  or  they  are  employed  by  private 
ambulance  services  which  generally  pay  poorly  and  have  a 
high  turnover,  hospitals  which  have  their  own  ambulances 
manned  by  EMTs,  or  fire  departments  who  have  a  rescue 
division. 

Although  much  has  been  accomplished  in  emergency  medi- 
cine nationwide,  emergency  medical  service  continues  to  be 
a  weak  link  in  the  delivery  of  health  care.   Dr.  Charles 
Rockwood  et  al.  (197  6)  write  in  the  Journal  of  Trauma  that 
the  greatest  threat  to  citizens  is  not  fire  or  crime  but 
"the  inability  to  obtain  adequate  emergency  medical  care 
at  the  time  of  need — when  knowledge,  skill,  and  minutes  can 
save  lives"  (p.  306). 

The  study  of  the  emergency  medical  technicians  and 
their  work  is  essentially  the  study  of  an  emerging  health 
occupation.   Although  in  their  infancy,  EMT  programs  are 
proliferating  all  over  the  world  and  EMTs  are  presently 
seeking  jobs  in  a  variety  of  settings  such  as  doctors' 
offices,  emergency  rooms,  clinics,  and  as  physical  examin- 
ers in  insurance  firms.   As  this  new  occupation  develops 
and  expands,  new  roles  are  created  which  influence  the 
roles  of  other  health  professionals.   Problems  about  ter- 
ritorial rights  are  inevitable,  and  the  setting  up  of 
standards,  licensure  requirements,  and  possible  role  defi- 
nitions utilize  much  administrative  energy.   This  is 
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the state  of  affairs  for  the  EMT  at  the  present 
time . 

Current  EMS  research  supported  by  federal  funds  is 
quantitative  in  nature  and  explores  such  areas  as  communi- 
cations, EMT  performance,  mandated  treatment,  and  response 
times.   My  study,  which  will  generate  a  theory  to  explain 
interactional  and  organizational  behavioral  patterns  of 
rescue  workers,  offers  a  new  approach  in  a  new  area. 

The  Anthropology  and  Sociology  of  Work 

Since  the  present  research  concerns  the  occupation  of 
rescue  it  can  contribute  to  the  larger  body  of  knowledge  in 
the  sociology  and  anthropology  of  work.   Lloyd  Warner, 
Everett  Hughes,  Robert  Havighurst,  and  others  began  study- 
ing industries  in  the  late  1930 's  and  these  kinds  of  studies 
were  prevalent  through  the  1950 's.   The  researchers  looked 
for  common  themes  in  work  such  as  mistakes  and  failures, 
routines  and  emergencies,  language,  rituals,  and  license 
and  mandates  (Hughes,  1971,  p.  316).   They  explored  social 
roles  and  the  division  of  labor  and  examined  the  many 
variables  which  influence  work  such  as  economics,  tech- 
nology, and  the  environment.   Concepts  such  as  culture,  the 
social  system,  and  formal  and  informal  organizational  struc- 
ture aided  in  understanding  what  they  were  seeing. 

Interaction  analysis  and  systems  analysis  were  commonly 
used  research  methods.   Whyte  in  Men  at  Work  (1961),  and 
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Hughes  in  The  Sociological  Eye  (1971)  present  many  studies 
and  offer  a  historical  perspective  of  the  anthropology  and 
sociology  of  work.   Learning  about  the  nature  of  society 
and  social  processes  through  studying  occupations  was  the 
goal . 

These  studies  are  examples  of  unit  sociology  as  they 
focus  on  a  social  structural  unit  such  as  persons,  groups, 
or  organizations.   My  research,  an  example  of  process 
sociology,  transcends  the  social  unit  or  substantive  area 
being  studied  and  offers  a  general  and  modifiable  theory 
which  has  relevance  to  many  areas  of  life  and  work.   As 
such  the  study  is  a  worthwhile  contribution  to  the  existent 
literature. 

Evolution  of  Interest  and  Choice  of  Method 

While  engaged  in  a  research  project  examining  psychi- 
atric patients'  journeys  through  a  busy  city  hospital 
emergency  room,  I  became  aware,  through  a  series  of  in- 
cidents, of  the  the  Rescue  Squad.   Highly  visible  with 
their  portable  emergency  room,  flashing  lights,  and  wailing 
sirens,  they  appeared  to  be  regular,  if  marginal,  members 
of  the  emergency  room  culture. 

Early  one  morning  rescue  delivered  a  teenage  girl  with 
a  gunshot  wound  to  her  jaw.   She  had  been  shot  by  her  "boy- 
friend."  As  a  neophyte  in  the  emergency  room,  and  pre- 
ferring the  more  subtle  trauma  of  psychiatry,  I  was  working 
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hard  at  maintaining  professional  composure  when,  after 
emergency  care  was  instituted,  I  heard  the  departing  rescue 
worker  say  loudly  to  himself  while  gesturing  skyward,  "I'm 
so  horny  I  could  fuck  a  buzzard." 

Under  the  circumstances  this  comment  both  amazed  and 
intrigued  me,  and  immediately  heightened  my  awareness  of 
rescue  workers.   From  then  on  I  began  eavesdropping  and 
soon  initiated  independent  field  research  on  rescue,  under 
the  guidance  of  a  sociologist.   The  study,  based  on  Erving 
Goffman's  "Where  the  Action  Is"  (1967),  was  completed  in 
nine  weeks.   With  my  appetite  whetted  and  the  approval  of 
my  doctoral  committee,  I  decided  to  use  rescue  as  the  data 
source  for  a  dissertation. 

Choosing  a  research  methodology  necessitated  intro- 
spection.  The  opportunity  to  do  field  research — observing 
events  in  a  natural  situation  (Schatzman  and  Strauss,  1973, 
p.  13) --was  enticing  and  a  motivating  factor  for  my  en- 
rollment in  anthropology  courses.   Under  the  supervision 
of  anthropologists,  my  prior  field  research  was  in  a  metha- 
done maintenance  program,  a  psychiatric  hospital,  and  an 
emergency  room.   Direct,  in-depth  experiences  with  an  alien 
group  or  subculture  appeal   to  my  sense  of  adventure. 

Max  Weber's  concept  of  verstehen,  whereby  the  investi- 
gator understands  a  group's  behavior  by  assuming  their  role 
mentally  and  viewing  their  action  through  their  eyes,  sup- 
ported my  beliefs  based  on  observations  about  different 
groups'  differing  perceptions  of  reality;  that  is,  insiders 
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inevitably  perceived  their  reality  as  quite  separate  from 

that  which  outsiders  perceived.   I  wanted  to  somehow  get 

"in"  and  attempt  to  view  a  new  world  as  a  participant 

might.   Herbert  Blumer  (1962)  states: 

To  catch  the  process,  the  student  must  take  the 
role  of  the  acting  unit  whose  behavior  he  is 
studying.   Since  the  interpretation  is  being  made 
by  the  acting  unit  in  terms  of  objects  designated 
and  appraised,  meanings  acquired,  and  decisions 
made,  the  process  has  to  be  seen  from  the  stand- 
point of  the  acting  unit.  ...  To  try  to  catch 
the  interpretive  process  by  remaining  aloof  as  a 
so-called  "objective"  observer  and  refusing  to 
take  the  role  of  the  acting  unit  is  to  risk  the 
worst  kind  of  subjectivism — the  objective  observer 
is  likely  to  fill  in  the  process  of  interpreta- 
tion with  his  own  surmises  in  place  of  catching 
the  process  as  it  occurs  in  the  experience  of 
the  acting  unit  which  uses  it.   (p.  188) 

To  remain  stimulated  with  the  process  of  research  and 
the  ability  to  be  creative  was  vital  to  my  choice  of  method- 
ology.  For  me,  numbers  appear  dehumanizing  and  do  not 
capture  essences;  descriptive  research  lacks  theoretical 
clout;  socialization  studies  have  become  common;  applying 
anthropological  concepts  and  terminology  to  rescue  as  a 
way  of  analysis  was  intriguing  but  lacked  grab.   I  wanted 
to  do  research  that  was  both  theoretical  and  practical. 
In  Awareness  of  Dying  (1965) ,  Glaser  and  Strauss  capture 
my  desire  with  their  statement: 

A  sociologist  contributes  most  when  he  reports 
what  he  has  observed  in  such  a  fashion  that  his 
account  rings  true  to  insiders,  but  also  in  such 
a  fashion  that  they  themselves  would  not  have 
written  it.   That  is,  most  useful  sociological 
accounts  are  precisely  those  which  insiders 
recognize  as  sufficiently  inside  to  be  true  but 
not  so  "inside"  that  they  reveal  only  what  is 
known.   (p.  8,  9) 
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With  a  process  of  elimination  and  this  goal,  I  decided  to 
contact  a  friend  and  respected  nurse  researcher  who  had 
studied  and  worked  with  Glaser  and  Strauss. 

Presently  an  associate  dean  of  academic  programs  and 
associate  professor  in  the  Department  of  Community  Health 
and  Psychiatric  Nursing  at  the  University  of  California, 
San  Francisco,  Dr.  Holly  Wilson  entitled  her  dissertation 
Infra  Controlling:   The  Social  Order  of  Freedom  in  an  Anti- 
Psychiatric  Community.  Exceptionally  interesting,  intel- 
lectually stimulating,  creative,  and  yet  laden  with  prac- 
tical implications,  her  dissertation  fulfilled  my  dream  of 
what  "could  be."   With  her  encouragement  I  decided  to  use 
similar  methods  to  generate  a  theory  about  the  functioning 
of  the  rescue  squad. 

Interviews  with  my  committee  and  other  University  of 
Florida  faculty,  and  responses  from  letters  I  sent  to 
universities  in  Florida,  revealed  the  accuracy  of  my  ex- 
pectation:  Grounded  theory  researchers  do  not  exist  in 
the  East.   Drs.  Barney  Glaser  and  Anselm  Strauss,  the 
"fathers"  of  grounded  theory,  acknowledged  that  their 
former  student  closest  to  Florida  was  in  Oklahoma.   They 
wished  me  well  and  suggested  I  purchase  Glaser' s  new  book, 
Theoretical  Sensitivity,  which  could  be  used  as  a  guide. 
This  book,  plus  others  by  Glaser  and/or  Strauss,  along  with 
Dr.  Wilson's  six  quarters  of  seminar  notes  and  her  disser- 
tation, gave  me  courage  to  begin. 
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The  study  which  follows  demonstrates  the  generation  of 
a  substantive  theory,  i.e.,  that  which  is  developed  for  an 
empirical  area,  and  explicates  that  theory  which  details 
the  basic  social-psychological  processes  inherent  in  rescue 
work.   Although  this  research  took  place  in  a  particular 
urban  area,  the  theory  transcends  time  and  place,  and  may 
be  applicable  to  rescue  workers  in  other  areas  with  or 
without  modification.   The  theory  essentially  can  explain 
and  predict  the  organizational  and  interactional  aspects 
of  rescue  care.   The  study  has  implications  for  the  educa- 
tion and  socialization  of  rescue  workers  and  for  the 
development  of  formal  theory  on  emergency  care. 


CHAPTER  II 
BACKGROUND  INFORMATION  AND  SETTING 

Glaser  and  Strauss,  in  their  research  seminar  at  Berkley, 
talked  about  a  researcher  desirous  of  studying  risk-taking 
behaviors  among  steeplejacks.   However,  in  the  field,  the 
investigator  rapidly  realized  that  risk  taking  was  not  of 
significance  to  the  group.   Rather,  voyeurism  and  strategies 
for  positioning  for  a  good  view  emerged  as  the  most  sig- 
nificant problem. 

In  deductive  research  one  enters  the  field  with  a  pre- 
conceived research  problem  and  several  hypotheses.   I 
preferred  using  an  inductive  approach  and  deriving  the 
problem  from  the  data.   The  assumption  here  is  that  any 
occupational  group  confronts  an  interactional  and/or  orga- 
nizational problem  in   its   day  to  day  work.   I  wanted  to 
identify  rescue's  problem  from  their  perspective  rather 
than  imposing  my  perceived  problem  on  them.   Consequently, 
I  entered  the  field  without  an  identified  research  problem. 
My  goal  was  to  allow  a  problem  to  emerge  in  the  data,  the 
explanation  of  which  accounts  for  the  wide  variation  of 
rescue  workers'  behaviors.   Their  problems  of  visibility 
and  uncertainty  became  evident  and,  as  will  be  explained 
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later,  do  account  for  rescues'  "covering"  behaviors  which 
are  observable  in  their  work. 

Because  of  my  wish  to  do  inductive  research  I  chose  to 
ignore  several  other  possibilities  which  I  will  explain  to 
aid  in  clarification  of  my  point.   Studying  rescue  initially 
I  applied  Erving  Goffman's  ideas  about  "men  of  action"  to 
the  men  of  rescue.   [I  use  the  word  men  throughout  because 
when  I  began,  there  were  no  women.   Two  women  were  hired 
by  June,  1979.]   Goffman  offered  me  an  "in"  to  understand- 
ing my  data  but  such  an  approach  superimposes  an  external 
theory  on  the  subjects  which  may  obscure  certain  essential 
organizational  and  interactional  problems  in  any  group. 

Several  administrative  officials  expressed  interest  in 
stress  studies,  thinking  that  the  men  suffer  from  an  un- 
usual amount  of  stress  because  of  the  nature  of  their  work. 
A  psychologist  offered  me  an  opportunity  to  use  question- 
naires to  assess  the  men's  "personality  types,"  the  assump- 
tion being  that  there  is  a  specific  "type"  who  chooses 
rescue  work.   All  of  these  approaches  imply  deductive 
logic . 

Initially,  to  alleviate  my  anxiety  about  not  having  an 
identifiable  problem,  I  used  sensitizing  concepts  from 
anthropology  to  help  view  the  data.   Rescue  men  and  the 
fire  department  fulfill  the  definition  of  a  "culture." 
They  have  customary  ways  of  thinking  and  dealing  and  view- 
ing their  world  of  work.   They  experience  secondary  social- 
ization on  the  job,  and  learn  acceptable  patterns  of 
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behavior  via  interaction  with  their  fellow  workers.   Their 

technical  language  and  manner  of  dress  set  them  apart  from 

other  groups  and  aid  in  the  unification  of  group  members. 

Rites  of  passage  and  of  intensification  serve  to  further 

reinforce  and  bind  the  group. 

Barnouw's  (1973)  definition  of  culture  emphasizes  its 

integrating  and  cohesive  nature: 

A  culture  is  the  way  of  life  of  a  group  of 
peoples,  the  configurations  of  all  of  the  more 
or  less  stereotyped  patterns  of  learned  be- 
havior which  are  handed  down  from  one  genera- 
tion to  the  next  through  the  means  of  language 
and  initiation.   (p.  2) 

Rescue  culture  aids  the  workers  by  providing  a  number  of 

answers  to  the  problems  they  face.   The  culture  helps  them 

cope  and  offers  an  orientation  to  its  members. 

Armed  with  such  anthropological  perspectives  I  began 
to  negotiate  entry  to  do  an  extended  research  project.   Be- 
cause of  my  research  strategies  and  methodology  which  are 
discussed  in  detail  in  Chapter  III,  I  felt  I  needed  the 
freedom  to  ride  on  a  variety  of  rescue  trucks  with  dif- 
ferent men,  at  different  times  of  the  day  and  night.   The 
freedom  I  requested  was  anathema  to  the  rescue  chief,  the 
main  "gatekeeper"  of  the  organization.   He  stated  that 
precedent  prevented  a  female,  "doing  a  term  paper,"  from 
having  mobility,  and  that  surely  I  could  see  all  I  needed 
within  a  few  days . 

After  several  attempts  at  explanation  and  with  the 
recognition  that  he  was  adamant,  I  contacted  a  fire  surgeon 
who  was  partly  responsible  for  the  local  origin  of  rescue. 
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He  called  the  head  of  The  Department  of  Public  Safety,  ex- 
plaining the  legitimacy  of  my  request.   This  man  then  called 
the  resistant  chief,  and  from  that  moment,  I  was  a  free 
agent.   Being  a  recent  recipient  of  a  predoctoral  nurse 
fellowship  from  the  Department  of  Health,  Education,  and 
Welfare  was  most  instrumental  in  conveying  my  motivation 
and  seriousness  of  purpose. 

The  problem  of  being  accepted  by  the  men  was  the  next 
epiphenomenal  hurdle.   I  became  aware  quite  early  that 
people  who  rode  with  rescue  were  often  unwanted  for  a 
variety  of  reasons.   Nurses,  physicians,  federal  research- 
ers, and  EMT  students  were  assigned  by  administration  to 
accompany  rescue.   However,  if  rescue  did  not  want  riders 
they  had  many  strategies  for  limiting  intrusion  into  their 
lives  at  work.   Rudeness,  leaving  a  rider  at  the  hospital 
when  they  are  called  to  a  run,  making  a  rider  sit  in  back 
of  the  unit,  and  slamming  on  the  brakes  so  the  rider  is 
tossed  around  the  back  are  common  strategies. 

At  the  fire  station,  the  rescue  men  and  firemen  are 
skilled  at  not-so-funny  practical  jokes,  and  other  forms 
of  group  behavior  designed  to  alienate  a  visitor  or  at 
least  increase  his/her  discomfort. 

Having  already  formed  some  relationships  during  my  pre- 
vious research  was  helpful.   The  men  I  knew  introduced  me 
to  others  and  word  got  around  that  they  were  "guinea  pigs" 
for  a  research  project.   Being  accepted  appeared  to  be  less 
of  a  problem  than  I  had  anticipated. 
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I  began  the  study  by  sampling  many  different  rescue 
units,  not  in  a  random  way,  for  that  was  alien  to  my  pur- 
pose, but  so  as  to  get  a  feel  for  any  major  differences  in 
environment  or  social  context  that  might  alter  the  work 
situation. 

The  fact  that  rescue  rode  out  of  fire  stations  necessi- 
tated that  I  wait  with  the  men  at  their  base.   Waiting  often 
was  tedious.   I  noticed  that  initially  I  was  anxious  con- 
stantly; then  I  just  was  anxious  when  a  run  began;  later  I 
was  anxious  only  when  we  arrived  at  the  scene;  and  finally 
I  was  anxiety-free  and  able  to  cope  comfortably  with  long 
periods  of  "nothingness"  and  with  periods  of  heightened 
activity.   Perhaps  because  of  my  nature  and  my  need  to  be 
working  and  not  wasting  or  "killing"  time,  I  much  preferred 
the  busy  times.   With  time,  however,  I  saw,  as  Fox  (1959) 
suggests,  that  "the  passive  off  time  was  conducive  to  the 
development  of  greater  objectivity"  (p.  222) . 

An  initial  problem  stemmed  from  my  background  as  a 
psychiatric  nurse.   I  immediately  assumed  my  role  as  patient 
advocate  rather  than  identifying  with  rescue  personnel  and 
this  interfered  several  times  with  my  role  as  observer.   In 
one  case  I  interrupted  a  rescue  man  who  was  smiling  and 
telling  a  young  mother  whose  newborn  had  just  died,  not 
to  cry.   I  told  him  not  to  tell  her  that  and  told  her  she 
should  go  on  and  cry  if  she  wished.   In  another  situation 
I  told  rescue  not  to  give  a  drug  because  a  psychiatric 
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patient  was  already  drunk  and  the  drug  and  alcohol  might 
potentiate  each  other. 

Because  I  was  a  nurse  some  men  encouraged  me  to  be  in- 
volved in  patient  care.   I  had  to  constantly  state,  "I  am 
not  that  kind  of  nurse,  and  I  really  need  to  do  my  obser- 
vations. " 

After  some  time  I  had  finally  identified  with  rescue 
more  than  the  patients.   I  found  myself  wishing  for  some- 
thing to  happen.   A  "good"  night  came  to  mean  a  busy  night 
with  assorted,  interesting  cases.   Such  lust  for  action 
negated  my  previous  reluctance  to  confront  overtly  injured 
and  sick  people.   I  wondered  where  my  tenderness  and  com- 
passion were  going  and  if  I  was  irreparably  altered.   Later, 
the  recognition  and  acceptance  of  my  own  natural  socializa- 
tion process  reassured  me  that  my  feelings  were  still  intact 
and  would  emerge  when  appropriate. 

In  some  situations  in  which  I  felt  concern  over  my 
acceptance,  my  anxiety  and  awareness  of  my  position  as  an 
outsider  were  heightened.   Lofland,  in  Analyzing  Social 
Settings  (1971),  discusses  this  as  a  common  and  realistic 
phenomenon  of  field  researchers.   As  an  intruder  in  a 
home,  I  was  initially  an  object  on  display,  so  at  each  fire 
station  the  necessity  of  explaining  my  purpose  and  getting 
to  know  the  men  and  their  routine  was  mandatory  for  me  and 
for  them  to  feel  any  degree  of  comfort.   Due  to  the  alloca- 
tion of  physical  space  and  to  the  conditioned  patterns  of 
acceptable  behavior,  it  was  impossible  for  me  to  be 
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anonymous  or  to  read  quietly  and  unobtrusively  in  a  corner. 
So  I  entered  into  the  social  rituals  of  the  fire  station 
which  included  eating,  watching  TV,  practical  joking,  and 
shooting  the  bull  with  passersby.   Once  I  became  identified 
and  allied  with  rescue,  they  generally  acted  as  my  "keepers, 
from  then  on  intervening  between  me  and  the  firemen,  and 
offering  much  information  about  themselves  and  their  jobs. 

Within  a  short  time  I  gravitated  to  certain  men  who 
worked  in  the  poverty  areas  on  the  busiest  units.   They 
were  extremely  open  and  often  arranged  certain  situations 
and  pointed  out  things  which,  under  other  circumstances, 
I  would  have  missed.   In  Interaction  Ritual  (1967) ,  Gof fman 
made  a  statement  of  what  is  important  in  field  research: 
"Not  then,  men  and  their  moments.   Rather  moments  and  their 
men"  (p.  3).   Goffman's  point  emphasizes  that  "moments" 
are  significant  rather  than  the  men.   Behavioral  patterns 
rather  than  personal  patterns  is  the  essence  of  this  re- 
search.  This  allowed  me  to  make  a  rational  decision  in 
choosing  to  spend  much  of  my  time  with  these  men  who  became 
in  anthropological  terms,  "major  informants,"  rather  than 
feeling  I  had  to  ride  with  every  man. 

Other  responses  to  my  presence  included  hostility  and 
curiosity.   Hostility  was  evoked  because  one  man  felt  I 
was  a  malevolent  agent  of  the  administration,  sent  to 
check  on  him.   After  explaining  I  would  be  glad  to  leave 
after  a  trial  night  of  riding  with  him,  he  settled  down  and 
later  requested  I  return.   In  each  new  situation  or  in 
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response  to  a  man's  anxiety,  I  emphasized  I  was  looking  at 
behavioral  patterns  and  not  personal  patterns. 

Curiosity  was  expressed  by  genuine  concern  for  what  I 
was  looking  for  and  offers  to  help.   Men  brought  in  novels 
about  fire  departments,  and  entertained  me  with  rescue 
"stories,"  both  of  which  are  important  sources  of  data. 
I  was  invited  to  rescue  classes,  promotional  ceremonies 
where  they  rise  in  rank,  trials  involving  rescue  men,  and 
was  asked  to  contribute  information  and  ideas  about  certain 
existing  problems. 

My  initial  anxiety  centered  around  the  nature  of  rescue 
work,  and  about  being  a  female  studying  a  predominantly  male 
occupation.   After  some  weeks  this  subsided  and  was  replaced 
with  feelings  of  anticipation  and  excitement  about  the 
research.   I  grew  to  love  my  life  on  the  "skreets"  and 
viewed  it  as  the  easy  part  of  my  job  and  as  a  brief  respite 
from  pressures  in  the  real  world.   Close  relationships  with 
a  couple  of  men  evolved  and  have  contributed  much  to  my 
knowledge  about  and  appreciation  of  people. 


CHAPTER  III 
METHODOLOGY 


General  Introduction  to  Grounded  Theory 
Methodology 


Grounded  theory  methodology  is  significantly  different 
from  verif icational  and  descriptive  research  in  several 
ways.   The  emphasis  on  social  process  analysis  is  a  unique 
characteristic  of  grounded  theory.   Much  of  anthropology 
and  sociology  research  focuses  on  the  properties  of  a  unit: 
persons,  groups,  organizations,  statuses,  nations,  etc. 
Such  a  unit  is  bound  by  time  and  place  and  often  precludes 
generalizing  to  other  units.   Unit  research  is  generally 
read  as  accurate  description  so  extensive  factual  coverage 
is  necessary. 

In  contradistinction,  grounded  theory  emphasizes  social 
process  which  "explains  or  processes  a  problem  or  behavior 
pattern"  (Glaser,  1978,  p.  109).   Process  sociology  con- 
siders movement  of  social  life  through  time  and  place, 
transcending  both  time  and  the  specific  identities  of  par- 
ticular units.   Glaser  recognizes  (1)  social-psychological 
processes  of  which  socialization,  becoming,  negotiating, 
cultivating  are  examples;  and  (2)  social  structural  pro- 
cesses of  which  bureaucratization  and  decentralization  are 
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examples.   Process  sociology  may  be  considered  a  sociology 
of  gerunds  while  unit  sociology  is  a  sociology  of  nouns 
(Wilson,  1974,  p.  33) . 

In  research  which  attempts  to  verify  a  theory  the 
process  is  linear,  with  the  separate  phases  of  the  problem 
statement,  review  of  the  literature,  data  collection,  data 
analysis,  and  results  following  in  consecutive  order.   In 
grounded  theory,  due  to  lack  of  preconceived  hypotheses, 
the  researcher  does  not  begin  with  a  problem  statement  and 
does  not  attempt  the  more  traditional  literature  review. 
Rather,  the  problem  derives  from  the  data.   The  problem 
which  emerged  in  the  present  research  was  in  the  presence 
of  such  a  wide  variety  of  audiences,  and  in  an  atmosphere 
of  chronic  uncertainty,  how  do  rescue  workers  protect  them- 
selves legally  and  personally?   The  problem  is  addressed 
through  the  analysis  of  the  covering  process  which  con- 
stitutes the  core  variable  and  basic  social  psychological 
process  in  the  study. 

In  grounded  theory,  relevant  literature  is  discussed 
and  interwoven  throughout  the  study  for  the  purpose  of 
demonstrating  correspondence,  and  the  placement  of  the 
present  study  into  a  growing  body  of  knowledge.   The  study 
contributes  to  the  assumption  that  there  is  system  and  order 
in  the  world.   Since  the  generation  of  the  theory  is  "new," 
often  literary  sources  relate  to  the  research  in  a  some- 
what oblique  fashion. 
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The  processes  of  grounded  theory  are  circular  rather 
than  linear.   That  is,  the  researcher  begins  data  collec- 
tion, proceeds  through  a  number  of  steps,  such  as  open 
coding,  theoretical  sampling,  memoing,  sorting,  identifica- 
tion of  the  Basic  Social  Psychological  Process,  and  then 
begins  again.   Glaser  (1978)  refers  to  such  repetitions  of 
data  collection,  coding,  and  memoing  as  double  back-steps. 
He  emphasizes  that  "none  of  the  steps  can  be  skipped  if 
the  analyst  wishes  to  generate  a  quality  theory"  (p.  16) . 
A  quality  theory  is  one  which  is  dense  and  integrated, 
whereas  a  thin  theory  has  "less  conceptual  density,  less 
integration,  less  conceptual  qualification,  too  much  de- 
scriptive and  conceptual  flatness  in  places,  and  missed 
connections  obvious  to  the  astute  reader"  (Glaser,  1978, 
p.  16). 

The  double  back-step  process  continues  until  theoreti- 
cal saturation  occurs  which  is  when  no  new   categories  emerge 
and  all  data  can  be  easily  slotted  into  existing  categories. 
At  this  time  the  data  have  been  conceptualized  into  a  sub- 
stantive theory  which  consists  of  a  core  variable  ("Cover- 
ing" in  this  research)  which  explains  the  many  behavioral 
variations,  and  a  number  of  categories  which  essentially 
are  the  theory  of  the  core  variable. 

Temporal  considerations  in  research  using  grounded 
theory  methodology  appear  to  be  somewhat  different  from 
other  types  of  research.   Glaser  (1978)  describes  generating 
grounded  theory  as  "a  delayed  action  phenomenon." 
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The  researcher  must  develop  a  "personal  pacing  recipe" 
which  affords  maximum  creativity  in  that  it  does  not  force 
or  rush  the  research  process.   Instead,  the  analyst  needs 
time  to  concentrate  and  live  with  the  data.   Often  work  is 
taking  place  outside  the  consciousness  but  eventually  the 
basic  social  process  and  categories  emerge.   Laying  back 
at  various  stages  of  the  process  is  absolutely  necessary 
to  the  development  of  a  quality  theory.   Understanding  this 
enables  the  researcher  to  do  constructive  work  elsewhere 
rather  than  berating  or  pushing  oneself  unnecessarily.   If 
the  researcher  has  theoretical  sensitivity,  the  theory  does 
eventually  emerge.   It  evolves  over  a  period  of  time  with 
a  number  of  changes  which  are  contributive  to  its  density 
and  integration. 

Grounded  theory  method  can  be  used  as  a  general  method 
of  analysis  with  any  form  of  data  collection:   survey,  ex- 
periment, case  study  (Glaser  and  Strauss,  1967,  p.  8).   It 
is  especially  suited  to  field  work  and  qualitative  data  as 
the  present  research  demonstrates. 

With  the  general  recognition  of  these  considerations 
about  grounded  theory  methodology  I  will  describe  the  set- 
ting and  explain  in  detail  the  research  process. 

Setting 

The  study  takes  place  in  a  southeastern  metropolitan 
area  with  a  population  of  600,000.   Fourteen  rescue  units 
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cover  834  square  miles  with  an  average  response  time  of  6 
minutes.   All  but  one  of  these  rescue  units  ride  out  of  fire 
stations,  and  all  rescue  men  are  members  of  the  city  fire 
department.   Following  in  quasi-military  tradition  they  are 
ranked  private,  lieutenant,  captain,  and  chief.   Each  unit 
is  manned  by  two  men.   One,  called  the  engineer,  is  the 
driver,  is  usually  a  private,  and  is  responsible  for  the 
mechanical  maintenance  of  the  unit  and  its  highly  technical 
equipment,  and  for  insuring  the  presence  of  adequate  sup- 
plies.  His  riding  partner,  usually  a  lieutenant  or  captain, 
but  occasionally  a  private  who  is  a  paramedic,  is  respon- 
sible for  care  of  the  patient.   He  directs  his  private  in 
all  areas,  and  is  ultimately  held  responsible  for  the 
quality  of  patient  care. 

The  rescue  chief,  of  which  there  is  one  per  shift, 
"investigates  complaints,  inspects  all  14  squads  daily,  and 
maintains  a  close  working  liaison  with  the  various  hospi- 
tals to  assure  quality  control"  (Waters,  1979,  p.  22).   The 
chiefs  also  go  to  the  scene  of  emergencies  to  observe  their 
men's  performance  and  to  aid  in  decision  making  if  neces- 
sary. 

Rescue  workers  in  this  study  are  on  duty  24  hours 
every  third  day.   Their  calls  come  in  on  a  red  phone,  over 
a  loud  speaker,  or  via  their  radios.   When  called  from 
control,  which  dispatches  all  police  and  fire  calls,  they 
are  given  the  address  of  the  emergency  and  are  expected  to 
be  on  the  road  within  seconds.   Upon  completion  of  their 
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run,  the  man  in  charge  writes  up  a  run  report  and  they  re- 
turn to  their  base.   Between  runs  they  may  spend  time 
getting  gas,  maintaining  or  fixing  the  unit  at  a  city 
garage,  eating,  or  doing  errands.   At  all  times  they  are 
connected  to  control  by  their  radio. 

Data  Collection 

I  rode  with  the  rescue  squad  and  with  a  rescue  chief 
intermittently  over  a  period  of  two  and  a  half  years,  from 
June  1977  until  December  1979.   Because  of  my  school 
schedule,  sometimes  I  rode  twice  a  week,  and  for  two  periods 
of  nine  months  I  did  not  ride  at  all.   I  rode  at  all  times 
of  the  day  between  9  a.m.  and  1  a.m.   I  decided  not  to 
spend  the  night  because  there  was  no  rational  reason  for 
doing  so.   I  spent  over  300  hours  in  the  field,  went  on 
more  than  125  runs,  and  accumulated  more  than  200  pages  of 
typed  notes. 

The  majority  of  the  data  consists  of  my  observations 
which  I  wrote  during  my  hours  with  rescue.   Initially  I 
began  writing  when  I  arrived  at  the  fire  station  or  rescue 
quarters,  and  stopped  when  I  left.   I  wrote  in  full  view 
of  all  participants  unless  the  scene  was  such  that  note 
taking  could  be  misconstrued  as  rude  or  inappropriate.   If 
I  was  needed  in  any  way  during  a  true  emergency,  my  note 
taking  came  second,  and  I  filled  in  observations  at  the 
hospital  after  the  run.   Occasionally  the  note  taking 
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created  some  raised  eyebrows  and  funny  stares.   After  a 
while  though  it  was  an  expected  part  of  my  behavior,  and 
some  men  would  remind  me,  "Hey,  did  you  get  that  down?"   I 
typed  the  notes  the  next  morning  which  demanded  much  self- 
discipline  and  rigor  and  was  the  price  I  paid  for  the  night 
before. 

On-going  interaction  among  rescue  workers  or  between 
them  and  any  of  their  "audiences,"  including  combat  fire- 
men, administrative  officials,  nurses,  physicians,  patients, 
and  the  public,  were  sources  of  information.   Besides  verbal 
interaction,  I  also  noted  non-verbal  behavior,  and  I  jotted 
down  any  ideas  I  had  at  the  time.   As  I  began  to  observe 
predictable  patterns,  my  note  taking  decreased  except  when 
on  a  run,  or  when  I  observed  a  difference  or  thought  of  a 
new  idea  or  question.   Bruyn  (1976)  points  out  that  par- 
ticipant observers  are  aided  by  senses,  reason,  and  intui- 
tion and  my  notes  reflect  all  of  this. 

Field  research  allows  the  researcher  to  be  with  the 
actors  "where  the  action  is"  in  both  routine  and  emergency 
situations.   The  natural  context  and  the  dominant  patterns 
of  organization  and  interaction  are  observed. 

While  direct  observation  is  the  heart  of  field  re- 
search, the  interview  must  be  used  to  provide  context  or 
meaning"  (Schatzman  and  Strauss,  1973,  p.  77). 

The  interview  is  still  more  than  tool  and  object 
of  study.   It  is  the  art  of  sociological  socia- 
bility, the  games  which  we  play  for  the  pleasure 
of  savoring  its  subtleties.   It  is  our  flirta- 
tion with  life,  our  eternal  affair,  played  hard 
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and  to  win,  but  played  with  that  detachment  and 
amusement  which  gives  us,  win  or  lose,  the  spirit 
to  rise  up  and  interview  again  and  again. 
(Hughes,  1971,  p.  508) 

I  had  informal  interviews  with  new  rescue  recruits,  rescue 

dropouts,  oldtimers,  a  variety  of  different  levels  of 

rescue  chiefs,  rescue  men  of  different  ranks,  emergency 

room  physicians,  fire  surgeons,  combat  firemen,  the  head 

of  the  Department  of  Public  Safety,  women  and  blacks  on 

rescue,  and  researchers  on  an  extended  federal  project 

studying  EMT  performance.   Some  of  the  interviews  occurred 

spontaneously,  while  others  were  planned. 

Opening  with  a  general  question  which  was  based  on 
where  I  was  in  the  research  process,  I  encouraged  the  inter- 
viewees to  talk  openly  and  freely.   Perhaps  because  of  my 
educational  background  and  experience  as  a  nurse/therapist 
I  have  accrued  some  skills  which  encourage  people  to  tell 
their  stories.   I  have  spent  years  listening,  analyzing, 
and  making  sense  of  the  "stories."   Listening  to  rescue 
stories  was,  in  a  sense,  a  continuation  of  my  prior  work, 
although  my  emphasis  and  analysis  were  different. 

I  asked  some  specific  open-ended  questions. 
To  rescue  workers: 

"How  do  you  feel  about  your  job?   What  do  you  find 

to  be  the  most  difficult?" 
To  the  first  woman  on  rescue: 

"What  is  it  like  for  you  to  be  here?   What  sorts  of 

behavior  have  you  encountered  from  your  riding  partner, 

from  firemen?" 
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Other  interview  techniques  assumed  at  various  times  are 
those  suggested  by  Schatzman  and  Strauss  (1973) :   playing 
the  devil's  advocate,  asking  hypothetical  questions,  dis- 
cussing an  "ideal"  situation.   These  interview  notes  were 
typed  immediately  and  put  in  with  the  data. 

To  offer  some  reciprocity  to  my  major  informants  I 
shared,  at  their  request,  my  initial  research  paper.   Much 
later  I  discussed  my  conceptualization  of  their  work  with 
two  rescue  men  who  had  been  especially  helpful  and  inter- 
ested.  Such  sharing  brought  good  feelings,  and  a  deluge  of 
new  information  and  opportunities  as  gestures  of  good  will. 

Additional  data  sources  include  novels  about  fire- 
fighters, police,  and  the  medical  profession.   A  library 
search  and  many  visits  to  different  fire  stations  revealed 
that  rescue  fiction  has  not  yet  hit  the  newsstands. 

From  the  beginning  I  clipped  newspaper  articles  which 
featured  stories  about  rescue  workers.   These  were  many  and 
dealt  with  the  heroics  involved  in  saving  lives,  the  dif- 
ficulties encountered  with  complicated  cases  (such  as 
potential  suicides  threatening  to  jump  off  a  bridge) ,  and 
the  problems  of  lawsuits  by  one  of  rescue's  "audiences"  who 
felt  they  had  observed  or  been  a  victim  of  negligence. 
Television  news  reports  describing  the  same  sorts  of 
occurrences  as  the  newspaper  appeared  almost  monthly  and 
I  took  notes  on  these.   I  forced  myself  to  watch  "Emergency" 
on  television  in  order  to  assess  their  message  and  to  com- 
pare myth  with  reality. 
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Documents  related  to  the  field  are  another  important 
source  of  data.   I  examined  run  reports,  the  Standard 
Operating  Procedure  manual  of  August  1978,  and  rescue's 
comprehensive  standard  text,  Emergency  Medical  Care  and 
Transportation  of  the  Sick  and  Injured  (1971) .   The  wit- 
nessing of  promotional  exercises  complete  my  data  sources. 

Such  a  variety  of  data  with  multiple  perspectives 

offers  "slices  of  data"  which  aid  in  extending  the  breadth 

and  depth  of  the  categories  which  are  central  to  the 

theory.   Glaser  and  Strauss  acknowledge: 

Such  an  accumulation  of  data  would  be  bewilder- 
ing if  we  wished  to  evaluate  them  as  accurate 
evidence  for  verification.   However,  for  gener- 
ating theory  this  variety  is  highly  beneficial 
because  it  yields  more  information  on  categories 
than  any  one  mode  of  knowing.   (Glaser  and 
Strauss,  1967,  p.  66) 

Open  Coding 

Because  of  my  original  research  project  and  my  uncer- 
tainty about  my  choice  of  methodology,  I  began  coding  with 
an  extraordinary  amount  of  unanalyzed  data.   Glaser  and 
Strauss  suggest  beginning  coding  almost  immediately.   How- 
ever, I  began  after  several  months  in  the  field. 

In  open  coding,  substantive  and  conceptual  codes  are 
developed.   Substantive  codes  are  descriptive  of  the  action 
in  the  data.   They  are  "in  vivo"  words  which  are  words  the 
actors  use  in  describing  any  given  situation  and,  as  such, 
tend  to  be  catchy  and  meaningful.   Examples  of  early 
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substantive  coding  in  the  present  research  are  "hustling," 
"freaking  out,"  and  "hazing."   Substantive  coding  based 
only  on  the  data  prevents  the  researcher  from  imposing 
preconceived  impressions  on  the  data. 

After  substantive  coding  the  analyst  develops  one  or 
two  sociological  constructs  which  are  codes  derived  from  a 
combination  of  scholarly  knowledge  and  knowledge  of  the 
substantive  area.   These  constructs  add  sociological  mean- 
ing and  scope  (Glaser,  1978,  p.  70).   Covering  is  a  socio- 
logical construct  in  the  present  study. 

Theoretical  or  conceptual  codes  conceptualize  the 
relationship  between  the  substantive  codes,  and  the  rela- 
tionship actually  is  the  theory.   The  theoretical  codes 
are  dependent  on  the  substantive  codes  for  grounding  and 
this  prevents  abstract  theorizing  with  no  basis  in  the 
data.   Essentially  the  conceptual  codes  "weave  the  frac- 
tured story  back  together  again"  (Glaser,  1978,  p.  39). 

Open  coding  refers  to  the  analyst  coding  each  sentence 
and  each  incident  into  as  many  categories  as  possible  so  as 
to  insure  full  theoretical  coverage.   For  example,  an  in- 
cident may  be  coded  as  both  "hustling"  and  "conning." 
After  the  data  are  fractured  into  small  pieces,  they  are 
later,  via  theoretical  codes,  elevated  to  a  more  abstract 
level . 

Code  words  are  written  in  wide  margins  for  easy  acces- 
sibility, and  all  data  are  coded.   Otherwise  the  emerging 
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theory  will  not  fit  the  data  and  will  not  be  a  quality 
theory  which  covers  the  behavioral  variations. 

Certain  questions  asked  during  coding  involve  families 
of  theoretical  codes  and  enable  the  analyst  to  more  easily 
grasp  the  data  and  establish  theoretical  codes.   Some 
questions  I  asked  of  my  data  related  to  The  Six  C ' s: 
causes,  contexts,  contingencies,  consequences,  covariances, 
and  conditions.   For  example,  what  is  the  cause  of  hustling 
behavior?   What  is  the  context?   Other  pertinent  questions 
involve  assessing  strategies,  dimensions,  phases,  ranges, 
and  boundaries.   By  relating  variables  theoretically  these 
questions  offer  a  structured  way  to  cope  with  the  data,  and, 
combined  with  theoretical  sensitivity,  aid  in  generating 
theory. 

Quality  codes  have  both  analytic  ability  and  imagery. 
"Analytic  ability  relates  it  to  other  codes  with  specified 
meaning  and  carry  it  forward  in  the  theory  with  ease. 
Imagery  is  so  that  the  analyst  does  not  have  to  keep  illus- 
trating the  code  to  give  it  meaning"  (Glaser,  1978,  p.  40). 
Generally  many  in  vivo  codes  and  a  few  theoretical  codes 
comprise  a  parsimonious  theory  which  is  complete  and 
thorough  without  being  overwhelming  or  tedious. 

Constant  Comparative  Method 

The  constant  comparative  method,  along  with  the  ex- 
perimental and  statistical  methods,  are  considered  general 
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methods.   "All  use  the  logic  of  comparison"  (Glaser  and 
Strauss,  1967,  p.  21).   In  this  research,  comparative 
analysis  is  used  as  a  method  to  generate  theory  and,  as 
such,  emphasizes  theory  as  process  and  not  a  final  pro- 
duct. 

While  coding  the  data  and  asking  questions  of  it,  the 
analyst,  via  the  constant  comparative  method,  first  compares 
incident  with  incident;  then  incident  with  category;  and 
finally,  category  with  category.   By  this  method  the  analyst 
notices  similarities  and  differences  of  incidents.   By  com- 
paring similar  incidents,  the  basic  properties  of  a  category 
are  brought  out;  differences  in  incidents  reveal  its  bound- 
aries.  And,  relationships  among  categories  become  known. 

The  analyst  is  literally  forced  by  comparative 
analysis  to  think  in  terms  of  the  full  range  of 
types,  degree,  or  continua  of  a  category,  its 
dimensions,  the  conditions  and  contingencies 
under  which  it  exists  or  is  pronounced  or  mini- 
mized, its  major  consequences,  its  structural 
context,  social  and  structural  processes  that 
bring  it  about  or  maintain  it,  strategies  people 
use  to  control  or  handle  it,  its  relationship  to 
other  categories  and  their  properties.   (Glaser, 
1968,  p.  12) 

Besides  comparing  the  different  incidents,  the  re- 
searcher compares  the  behavior  patterns  of  different  groups 
within  the  substantive  area.   I  compared  incidents  in- 
volving rescue  recruits  versus  the  old  guard;  blacks  versus 
whites;  privates  versus  lieutenants  versus  captains;  women 
versus  men.   Such  comparisons  maximize  differences  and 
variation  and  yield  a  more  dense  theory  (Wilson,  1974, 
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p.  43) .   Eventually  uniformities  emerge,  resulting  in  cate- 
gories and  their  properties. 

The  value  of  the  theory  is  based  on  the  conceptual 
categories  and  their  properties  which  are  generated  from 
evidence.   The  constant  comparative  method  "provides  criteria 
for  judging  the  worth  of  all  theory,  as  well  as  grounded 
theory"  (Glaser  and  Strauss,  1967,  p.  8). 

Theoretical  Sampling 

Actively  seeking  data  from  different  identifiable 
groups  and  different  incidents  within  the  substantive  area 
is  an  example  of  theoretical  sampling.   Essentially  the 
analyst  jointly  collects,  codes,  and  analyzes  the  data, 
deciding  what  to  collect  and  where  to  collect  it  in  order 
to  develop  the  theory.  The  goal  is  to  discover  categories 
and  their  properties  and  relationships  which  are  the  basis 
of  the  theory.   Glaser  and  Strauss  point  out  that  theoreti- 
cal samples  are  judged  by  the  diversity  of  the  groups  used 
to  saturate  the  categories.   Statistical  samples  are 
judged  by  the  extent  to  which  they  conform  to  the  rules 
and  techniques  of  statistical  sampling  theory  (Glaser  and 
Strauss,  1967,  p.  63) . 

Memoing 

During  the  process  of  coding  the  analyst  memos  ideas 
about  codes  and  their  relationships  and  this  can  be  a  rapid, 
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stimulating  process.   Ideas  appear  constantly  and  must  be 
written  down  immediately  to  prevent  their  escape.   I  wrote 
more  than  200  three-by-five  cards  in  a  short  period  of 
time. 

Memoing  occurs  simultaneously  while  coding  data  and 
continues  throughout  the  research  process.   Even  during  the 
writing  phase  one  may  memo  as  new  insights  occur.   And  one 
writes  memos  on  memos  as  the  process  snowballs.   "The  four 
basic  goals  in  memoing  are  to  theoretically  develop  ideas 
(codes)  with  complete  freedom  into  a  memo  fund  that  is 
highly  sortable"  (Glaser,  1978,  p.  83).   Memos  can  be  long 
or  short,  theoretical  or  personal.   They  are  written  with- 
out the  need  for  proper  punctuation  or  sentence  structure. 
As  ideas  they  may  be  undeveloped  and  unconnected  but  are 
the  seeds  for  further  elaboration  and  conceptualization. 
In  memos  the  empirical  nature  of  the  data  is  raised  to  a 
conceptual  level.   Properties  of  categories  are  developed; 
hypotheses  about  connections  between  categories  and/or 
their  properties  emerge;  categories  begin  integrating  which 
is  the  beginning  generation  of  the  theory;  and  the  rele- 
vance of  the  emerging  theory  with  other  theories  may  become 
obvious  (Glaser,  1978,  p.  84). 

To  enable  the  huge  number  of  memos  to  be  readily 
accessible  as  the  analyst  begins  generating  theory,  a  title 
is  written  on  each  index  card  which  is  the  category  or 
property  that  the  memo  is  about.   Any  related  category  is 
also  listed  and  underlined  and  relationships  between 
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categories  or  properties  are  mentioned.   A  key  point  here 
involves  the  natural  desire  to  attempt  logical  elaboration 
on  a  category.   The  analyst  must  be  ever  aware  of  this 
possibility  and  consciously  work  at  using  only  categories, 
properties,  and  relationships  that  are  grounded  in  the 
data. 

The  initial  codes  derived  from  memoing  are  not  the 
final  codes.   Rather,  they  are  gradually  modified  as  par- 
ticular codes  become  saturated  and  others  are  eliminated  as 
being  irrelevant.   There  is  constant  verification,  correc- 
tion, and  saturation,  with  memoing  being  responsible  for 
the  selective  process  (Glaser,  1978,  p.  61). 

A  paradox  of  memoing  as  a  focusing  and  limiting  pro- 
cess involves  its  other  function  as  an  expansion  process. 
Memoing  keeps  ideas  flowing  which  are  unrestrained.   Con- 
sequently new  connections  or  unusual  illumination  of  the 
data  may  be  revealed.   The  initial  memoing  on  codes  and 
their  properties  evolves  to  noting  conceptual  relation- 
ships and  a  more  abstract  framework.   Thus  the  memos  essen- 
tially analyze  the  data  and  construct  the  theory. 

Sorting 

Covering  as  a  core  variable  and  Basic  Social  Psycho- 
logical Process  in  the  present  research  was  discovered 
during  the  memo  sorting  phase.   Once  many  memos  are  accumu- 
lated and  categories  are  saturated,   sorting  begins,  the 
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goal  of  which  is  to  put  the  fractured  data  together  into  a 
coherent  and  workable  whole.   An  outline  emerges  from  the 
memos  which  is  the  basis  for  writing  the  theory.   Sorting 
the  memos  is  a  conceptual  sorting  of  ideas  and  is  not  the 
organization  of  data  which  is  typical  of  much  other  research. 
Sorting  aids  the  analyst  in  seeing  connections  between 
categories  and  properties  and  in  noting  patterns  of  be- 
havior.  Memoing  continues  throughout  the  sorting  process, 
though  usually  in  a  less  intense  manner.   By  sorting,  the 
researcher  aims  to  achieve  a  good  fit  between  data  and  a 
theoretical  outline  which  integrates  the  main  ideas. 

The  mechanics  of  sorting  necessitate  that  the  analyst 
sort  all  memos  by  category;  properties  are  delineated  as 
are  conditions,  contexts,  strategies,  and  dimensions.   As 
the  categories  are  saturated,  the  limits  and  conditions  of 
each  become  clear,  and  the  relationships  between  categories 
and  the  relationship  to  the  Basic  Social  Psychological  Pro- 
cess are  clarified.   Choice  and  organization  of  theoretical 
codes  are  grounded  in  the  data  and  are  not  logically  de- 
duced or  speculative.   Rather,  the  data  support  the  theory 
completely.   The  goal  is  a  "parsimonious  set  of  integrated 
concepts"  (Glaser,  1978,  p.  120). 

Basic  Social  Psychological  Process 

While  coding  and  memoing  with  the  goal  of  generating  a 
core  category  and  Basic  Social  Psychological  Process, certain 
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questions  can  be  asked  of  the  data,  right  from  the  begin- 
ning, which  aid  the  generation  process: 

(1)  What  are  these  data  a  study  of? 

(2)  What  category  or  property  of  a  category, 
of  what  part  of  the  emerging  theory,  does  this 
incident  indicate? 

(3)  What  is  actually  happening  in  the  data? 
What  is  the  basic  social  psychological  problem 
faced  by  the  participants  in  the  action  scene? 
What  is  the  basic  social  psychological  pro- 
cess or  social  structural  process  that  pro- 
cesses the  problem  to  make  life  viable  in  the 
action  scene?   What  accounts  for  the  basic 
problem  and  process?   (Glaser,  1978,  p.  57) 

These  questions  force  the  researcher  to  transcend  the  empiri- 
cal nature  of  the  data  and  eventually,  after  much  memoing 
and  working  with  the  data,  yield  the  generation  of  a  core 
category.   A  core  variable  becomes  the  basis  for  the  gener- 
ation of  the  theory  and  explains  interactional  and  organiza- 
tional patterns  of  behavior.   It  defines  the  focus  of  the 
theory;  is  the  "main  theme"  or  main  concern  of  the  actors 
in  the  setting,  and  explicates  "what  is  going  on  in  the 
data"  (Glaser,  1978,  p.  94).   Categories  and  properties, 
phases,  and  dimensions  in  the  theory  relate  to  the  core 
variable,  illuminating  that  integration  and  density  of 
the  theory  are  dependent  upon  the  significance  of  the  core 
variable. 

As  the  coded  categories  saturate,  the  analyst  gradually 
gets  a  sense  of  which  categories  may  be  core.   The  core 
category  seems  to  explain  all  behavior,  reoccurs  frequently, 
and  is  linked  to  other  categories.   Trial  and  error,  a 
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return  to  incidents  in  the  data,  and  rigorous  analytic 
thinking  eventually  yield  a  core  variable. 

A  Basic  Social  Psychological  Process  (BSP)  is  a  type 
of  core  variable  which  has  two  or  more  clear  emergent 
stages.   The  BSPs  "are  fundamental  patterned  processes  in 
the  organization  of  social  behaviors  which  occur  over  time 
and  go  on  irrespective  of  the  conditional  variation  of 
place"  (Glaser,  1978,  p.  100).   Covering  is  the  BSP  which 
emerged  in  the  present  research.   Viewed  as  a  self -protec- 
tive process  for  rescue  workers,  it,  with  its  stages,  ex- 
plains the  variation  in  rescue's  behavior  and  is  a  response 
to  the  problem  of  chronic  uncertainty  and  the  need  to  play 
to  multiple  audiences.   Like  other  BSPs  labeled  by  gerunds 
such  as  "becoming"  or  "cultivating,"  covering  gives  the 
feeling  of  process  and  change  over  time.   Casing  out, 
categorizing,  and  disposing  are  stages  in  covering  and 
they,  with  their  properties  and  conditions,  help  to  inte- 
grate the  theory. 

The  stages  in  covering  are  heuristic  in  that  rescue 
workers  do  not  perceive  their  demarcation.   The  theoretical 
suggestion  of  the  stages  accounts  for  the  interactional  and 
organizational  change  over  time.   Each  stage  has  its  own 
properties,  phases,  conditions,  and  consequences  and  when 
all  these  are  explicated,  they  contribute  to  a  dense  and 
integrated  theory. 

"Although  BSPs  are  activated  through  the  units  of 
social  organization,  they  are  abstract  of  any  specific 
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unit's  structure  and  can  vary  sufficiently  to  go  on  in  very 
different  units"  (Glaser,  1978,  p.  101).   For  example, 
covering  as  a  self-protective  process  is  not  specific  to 
rescue  but  may  emerge  in  many  different  situations.   It  is 
independent  of  the  structural  unit. 

A  final  point  about  BSPs  reminds  us  that  covering  is 
not  the  only  core  category  in  rescue  of  theoretical  impor- 
tance.  However,  covering  does  explain  much  of  the  be- 
havioral variation  in  the  rescue  data.   Essentially,  cover- 
ing is  a  theoretical  statement  about  a  process  in  rescue 
which  also  occurs  in  other  areas  of  social  interaction 
(Glaser,  1978,  p.  115) . 

Once  a  core  variable  or  BSP  emerges  the  analyst  selec- 
tively codes  only  those  data  which  relate  to  the  BSP.   Thus 
the  BSP  becomes  a  guide  for  further  data  collection  and 
analysis.   With  selective  coding  many  substantive  codes  are 
revealed  not  as  separate  categories  as  originally  desig- 
nated, but  as  conditions,  strategies,  or  phases  of  cate- 
gories.  For  example,  casing  out  initially  was  a  substan- 
tive code,  but  on  further  analysis,  it  was  obviously  a 
stage  of  covering. 

Saturation 

After  a  considerable  amount  of  coding  and  memoing, 
there  is  no  new  information  indicating  new  codes  or  cate- 
gories.  Rather,  the  same  instances  are  seen  over  and  over. 
All  the  data  fit  into  categories  indicating  a  total 
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saturation  has  occurred.   At  this  time  the  predominant 
interactional  and  organizational  patterns  are  visible.   The 
decision  that  saturation  has  occurred  is  empirical  in 
nature.   The  analyst,  by  repetitively  checking  data  and 
asking  questions  of  it,  ultimately  feels  a  sense  of  closure 
of  the  selected  categories. 

Writing  the  Theory 

After  the  theoretical  sorting  and  saturation  the 
analyst  begins  writing  the  conceptualization  of  the  sub- 
stantive theory.   Using  more  than  200  pages  of  coded  data 
and  over  200  analytic  memos,  I  began  the  writing,  centered 
around  the  theory  of  the  core  variable — covering.   Glaser 
points  out  that  in  a  sense  the  theory  "freezes  the  ongoing 
for  the  moment"  in  a  "fixed  conceptual  description"  (Glaser, 
1978,  p.  129).   It  must  be  remembered  that  the  theory  is 
modifiable  and  is  independent  of  time  and  place. 

While  writing  the  theory  I  drew  and  redrew  diagrams  of 
my  analysis  which  was  extremely  helpful  in  setting  my  con- 
ceptualization into  relief.   During  and  after  the  initial 
writing  I  still  memoed  and  reconceptualized  certain  parts 
of  the  theory.   By  a  constant  dialogue  with  the  data  the 
theory  emerged,  complete  with  properties,  conditions,  and 
strategies.   During  the  reworking  of  the  draft  the  existing 
relevant  literature  is  worked  into  the  theory.   The  follow- 
ing expresses  a  researcher's  goal  for  understanding  a  sub- 
stantive area: 
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Really  knowing  not  only  means  having  it  con- 
ceptualized but  also  being  able  to  describe 
its  day  to  day  workings  as  well  as,  if  not 
better  than,  the  man  who  is  actually  living 
and  working  in  the  setting.   (Smith  and 
Pohland,  1976,  p.  269) 

I  tested  the  theory  with  my  two  major  informants,  a 

rescue  chief  and  a  lieutenant,  who  spent  several  hours  with 

me  at  different  times.   One  said,  "That's  it!   Now  you  have 

told  me  what  we  do.   I  never  could  have  explained  it  but 

that  is  it."   The  other  was  equally  enthusiastic  and  their 

spontaneous  responses  are  indicative  of  the  validity  of  the 

theory.   They  verbally  supported  what  was  indicated  by  the 

data. 

Psychological  Considerations 

Glaser  in  his  book  Theoretical  Sensitivity  (1978)  has 
a  chapter  on  "Theoretical  Pacing"  which  describes  the  neces- 
sary considerations  of  pacing  oneself  while  generating 
grounded  theory.   I  discovered  the  book  after  I  had  generated 
the  basis  of  my  theory.   However,  the  psychological  obser- 
vations were  especially  helpful  in  allaying  the  pressures 
which  I  was  subjecting  myself  to. 

Because  generating  grounded  theory  is  "a  delayed  action 
phenomenon"  one  cannot  force  oneself  to  hurry  through  the 
process  or  to  work  at  certain  times  each  day  for  a  speci- 
fied length  of  time.   Rather,  there  are  phases  of  the 
generating  process  during  which  the  researcher  will  feel 
differently  and  consequently  will  want  to  approach  his  re- 
search differently. 
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While  collecting,  coding,  and  analyzing  data  three 
stages  of  self-pacing  reveal  themselves:   input,  the  drug- 
less  trip,  and  saturation.   The  analyst  feels  depression 
between  input  and  the  drugless  trip,  and  does  the  writing 
between  the  drugless  trip  and  saturation  (Glaser,  1978, 
p.  23)  . 

While  the  analyst  is  attempting  to  absorb  the  coded 
material  and  memoing  it,  an  incredibly  low  period  occurs. 
I  felt  despair  and  wondered  if  the  data  ever  would  make  any 
sense.   I  began  thinking  deductively  and  reading  novels 
voraciously.   I  spent  hours  sitting  on  a  couch  in  the 
library  gazing  out  the  window,  trying  to  think.   I  would 
leave  feeling  I  had  accomplished  nothing.   Glaser  points 
out  that  while  signs  of  stress  occur  due  to  increased  in- 
put, preconscious  processing  of  the  material  is  also 
occurring.   Miraculously  he  is  right  because  after  some 
weeks  my  memoing  was  at  an  all  time  high,  and  patterns 
were  emerging.   Finally  things  made  sense. 

I  became  ecstatic,  rushed  to  two  members  of  my  doctoral 
committee  to  share  my  theory,  and  called  in  a  social 
psychologist  friend  to  "teach"  him  grounded  theory.   Had 
I  had  the  book  Theoretical  Sensitivity  I  would  have  realized 
that  the  drugless  trip  that  I  was  experiencing  should  be 
kept  to  oneself  to  conserve  energy  until  the  theory  was 
truly  integrated.   Energy  should  be  expended  in  memos  and 
not  vocally.   My  dissipation  of  energy  caused  me  to  recog- 
nize that  my  theory  was  not  there  yet  and  that  no  one  could 
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really  help  me.   After  a  brief  setback,  I  continued  silently, 
soon  to  emerge  with  a  more  dense  and  integrated  theory. 

After  writing  the  theory  another  period  of  decreased 
involvement  occurred.   My  novel  reading  increased;  I  cleaned 
many  bureau  drawers;  and  I  felt  sure  I  would  never  finish 
the  dissertation  because  all  the  creative  work  was  finished. 
The  rest  would  be  boring. 

After  a  few  months  of  low  level  activity,  I  went  back 
into  the  field  to  check  a  few  points,  began  to  think  again, 
write  memos,  and  my  interest  was  renewed. 

Self-pacing  is  absolutely  necessary  with  the  generation 
of  grounded  theory  and  only  if  viewed  as  an  asset  or 
strength  to  the  research  process,  rather  than  a  liability 
or  something  to  be  resisted,  will  a  researcher  be  able  to 
work  in  a  creative  and  productive  fashion.   Recognition  of 
this  frees  the  researcher  to  pursue  other  interests  simul- 
taneously. 

The  following  four  chapters  explicate  the  "theory" 
which  consists  of  the  core  variable  and  basic  social 
psychological  process—covering;  the  three  phases  of 
covering:   casing  out,  categorizing,  and  disposing  and  their 
particular  properties.   With  knowledge  of  the  theory  which 
explains  the  organizational  and  interactional  process  of 
rescue,  other  observers,  researchers,  or  participants  should 
be  able  to  anticipate  rescue  behavior  in  a  wide  variety  of 
situations.   The  theory  is  a  "workable  guide  to  action" 
and  represents  rescue's  "prominent  features"  (Glaser  and 
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Strauss,  1967,  p.  227).   The  theory  is  not  to  be  read  as 
factual  description  but  rather  as  hypothetical  generaliza- 
tions.  Theoretical  coverage,  rather  than  descriptive 
completeness , is  the  goal  (Glaser,  1978,  p.  112,  114). 


PART  II 
THE  THEORY 


CHAPTER  IV 
COVERING 


Why,  I  can  smile,  and  murder  whiles  I  smile, 

And  cry  "Content!"  to  that  which  grieves  my  heart, 

And  wet  my  cheeks  with  artificial  tears, 

And  frame  my  face  to  all  occasions  .  .  . 

I'll  play  the  orator  as  well  as  Nestor, 

Deceive  more  slily  than  Ulysses  could 

And,  like  a  Sinon,  take  another  Troy. 

I  can  add  colors  to  the  chameleon, 

Change  shapes  with  Proteus  for  advantages, 

And  set  the  murderous  Machiavel  to  school. 


Shakespeare 
III,  ii,  182-91 
The  Third  Part  of 
King  Henry  the  Sixth 


Covering,  the  core  variable  and  basic  social  psycho- 
logical process,  explains  the  large  amount  of  variation  in 
the  behavior  of  rescue  workers  which  is  a  response  to  their 
problems  of  uncertainty  and  visibility.   Covering  is  a  self- 
protective  process  which  anticipates  consequences.   It  is 
a  "covering  of  one's  ass,"  so  to  speak,  and  is  an  expected 
part  of  many  people's  day-to-day  operations.   Politicians 
spend  much  time  protecting  themselves  to  insure  reelection 
or  acquisition  of  power.   They  cover  their  real  feelings 
and  ideas  and  speak  in  double-talk  so  as  not  to  offend  some 
segments  of  the  population.   Bureaucrats  are  experts  at 
avoiding  controversy  and  in  looking  busy  to  guarantee  the 
perpetuation  of  their  empires. 
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So-called  deviant  members  of  the  population  who  deal 
in  pornography,  numbers,  drugs,  and/or  prostitution  must 
become  experts  in  covering,  as  must  the  philandering  hus- 
band or  wife.   Douglas,  in  Investigative  Social  Research 
(1976) ,  discusses  how  prostitutes  "front  out"  their  boy- 
friends to  prevent  them  from  learning  about  their  sex-for- 
money  game.   People  aware  that  they  are  under  surveillance 
acquire  covering  maneuvers  which  become  second  nature  to 
them. 

When  people  are  primarily  interested  in 
protecting  their  identities  against  spoilage, 
their  acts  are  likely  to  take  on  the  character 
of  face  supporting  and  protective  moves.   Each 
move  carries  with  it  a  host  of  strategies  and 
counterstrategies ,  some  of  which  are  likely  to 
go  undetected  by  the  players.   (Lyman  and  Scott, 
1970,  p.  34) 

Goffman,  in  The  Presentation  of  Self  in  Everyday  Life 
(1959) ,  offers  a  dramaturgical  perspective  describing  how 
people  are  engaged  almost  constantly  in  impression  manage- 
ment, revealing  only  certain  aspects  of  themselves  to  the 
external  world  and  covering  their  more  private  selves.   In 
a  particular  example  of  a  common  phenomenon,  girls  may  allow 
their  boyfriends  to  explain  in  great  detail  things  they 
already  know,  or  they  may  conceal  expertise  in  math  or 
sports.   The  consequences  of  such  covering  maneuvers  re- 
affirm male  supremacy  and  female  inferiority. 

In  "On  Face  Work"  in  Interaction  Ritual  (1967) ,  Goff- 
man enumerates  protective  maneuvers  and  defensive  measures, 
all  of  which  function  to  "preserve  face."   He  elaborates  on 
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what  occurs  if  the  protective  measures  fail  and  how  addi- 
tional covering  moves  are  called  into  play.   His  research 
is  based  not  on  a  process  of  grounded  theory  but  rather  on 
very  sensitive  observations,  intuition,  and  interpretations 
of  common  behavior. 

Uncertainty 

Life  is  short 
And  the  art  long 
The  occasion  instant 
Experiment  perilous 
Decision  difficult 

Hippocrates,  "Aphorisms" 

Renee  Fox,  in  Experiment  Perilous  (1959) ,  uses  this 
poem  to  illuminate  problems  encountered  when  physicians  and 
patients  face  the  unknown.   She  was  writing  about  patients 
with  metabolic  diseases  on  an  experimental  research  unit. 
The  poem  also  relates  beautifully  to  rescue  work  which  in- 
volves a  series  of  rapid,  occasionally  complex  decisions  in 
a  highly  visible  atmosphere.   Rescue  work  is  one  of  those 
areas  where  uncertainty  is  the  certainty. 

A  rescue  chief  says : 

Often  you  can't  tell  how  badly  one  is  hurt 
in  a  car  accident.   Just  because  he  looks 
good  doesn't  mean  he  will  one  moment  from  now. 
Some  we  need  to  transport  not  because  of  what 
we  know  but  because  of  what  we  don't  know. 
You  just  can't  always  see  what  is  wrong. 

Covering  is  a  major  feature  in  rescue  work  because  of 

the  uncertainty  and  visibility  with  which  they  must  contend. 
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First,  the  nature  of  rescue  work  demands  that  they  make 
quick  life  and  death  decisions  although  they  have  little 
training.   Consequently,  uncertainty  often  prevails  over 
the  diagnosis  and  treatment  of  the  patient.   Covering  is  a 
response  to  this  uncertainty  and  to  other  forms  of  uncer- 
tainty which,  for  rescue,  are  an  omnipresent  social  and 
psychological  condition.   Uncertainty  pervades  every  aspect 
of  their  life  on  the  job.   Upon  arrival  at  work  at  eight 
in  the  morning  until  departure  twenty-four  hours  later,  they 
are  uncertain  about  if  and  when  a  run  will  come  in,  the 
nature  of  the  run,  and  the  consequences  of  the  encounter 
with  the  patients,  the  family,  and  the  setting. 

An  interplay  of  variables  determines  the  nature  of  a 
run.   Along  with  the  uncertainty  of  the  emergency  comes  the 
uncertainty  of  the  context.   One  may  be  in  a  quiet  upper 
middle  class  neighborhood  or  at  a  bar  in  the  middle  of  the 
city  surrounded  by  people,  many  of  whom  are  drunk  and 
hostile.   The  patient  may  be  severely  ill  or  injured  or 
may  present  with  a  minor  cut  or  complaint.   Rescue  cannot 
ever  be  certain  what  to  expect,  so  covering  is  a  way  to 
anticipate  possibilities  and  do  what  is  necessary  to  avoid 
negative  consequences  for  the  patient,  audiences,  and 
themselves . 

In  Timetables  (1963),  Julius  Roth  discusses  man's  need 
to  structure  uncertainty  by  structuring  the  time  period 
during  which  uncertain  events  occur.   Rescue  workers  do 
this  in  various  ways  which  are  not  especially  relevant  to 
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the  theory.   However,  the  data  collected  for  the  present 
study  suggest  that  the  theory  based  on  covering  is  a  method, 
albeit  unspoken  and  unconceptualized  by  rescue,  of  struc- 
turing their  uncertainty  on  runs. 

Fox,  in  "Training  for  Uncertainty,"  discusses  how 
students  are  prepared  for  uncertainty  in  medical  school  via 
certain  mechanisms  and  experiences,  and  she  describes  the 
patterns  by  which  students  come  to  terms  with  uncertainty. 
One  type  of  uncertainty  "derives  from  limitations  in  the 
current  state  of  medical  knowledge,"  and  a  second  type 
results  from  "incomplete  or  imperfect  mastery  of  available 
knowledge"  (1957,  p.  238).   What  a  physician  can  do  to  help 
a  patient  is  often  limited,  and  what  he  ought  to  do  is  not 
always  clear.   Similar  points  can  be  made  about  rescue. 

Parsons,  in  The  Social  System  (1951)  ,  also  acknowledges 
the  uncertainty  factor  in  patient  care.   He  then  describes 
special  mechanisms  of  social  control. 

An  interesting  temporal  aspect  of  rescue's  uncertainty 
is  their  low  level  of  chronic  uncertainty  which  is  broken 
by  the  peaks  of  higher  level  uncertainty  that  are  prevalent 
during  runs.   Because  the  encounter  between  rescue  and  the 
patient  is  usually  brief, the  peaks  of  high  uncertainty  are 
usually  quick  and  dramatic.   Physicians  who  assume  respon- 
sibility over  a  long  period  of  time  for  many  patients 
suffer  somewhat  different  levels  and  types  of  uncertainty. 

In  response  to  the  chronic  uncertainty,  some  of  the 
rescue  men  say: 
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"I  am  always  on.   Even  when  I  sleep  all  night  I  wake 
up  tired. " 

"I  am  always  anticipating  and  you  never  know  what  is 
coming  next  and  when  it  is  coming." 

"I  am  exhausted  when  I  leave  work." 

"The  worst  thing  is  to  sit  around  with  no  runs  because 
all  that  adrenalin  builds  up  and  you  have  no  way  to  work 
it  off." 

Visibility 

D,  a  rescue  man  and  his  partner  were  called 
from  across  town  to  a  signal  17  (sick  person) 
and  found  a  young  woman  sitting  cheerfully 
on  a  checkout  counter  of  a  supermarket,  swing- 
ing her  legs.   When  he  asked  her  what  was 
wrong,  she  smiled  flirtatiously  and  said,  "I 
hurt  my  knee."   He  was  furious  at  the  abuse 
of  the  rescue  service  and  said  to  me  later, 
"That  bitch!   I  would  have  really  cussed  her 
out  if  we  hand ' t  been  in  a  damn  supermarket." 

A  second  problem  for  rescue  workers  which  causes  them 
to  depend  on  covering  concerns  their  visibility.   They  per- 
form their  job  in  the  presence  of  many  audiences  which  are 
potential  sources  of  criticism.   "Accusations  of  negligence 
.  .  .  revolve  around  errors--real,  suspected  or  imagined-- 
of  either  omission  or  commission"  (Glaser  and  Strauss,  1968, 
p.  134)  .   Covering  helps  avoid  problems  with  the  different 
audiences,  all  of  whom  have  different  perceptions  of 
reality.   The  fire  administration,  rescue  co-workers,  combat 
firemen,  police,  the  public,  and  hospital  personnel  may 
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comprise  the  audience  at  any  given  time.   Note  the  range  of 

possibilities  of  responses: 

From  a  rescue  administrator: 

Rescue  are  under  pressure  to  avoid  unnecessary 
runs  to  the  hospital  as  failure  to  do  this 
results  in  loading  down  the  system,  increasing 
the  queuing  problems,  and  crowding  the  emergency 
departments  with  non-emergency  patients. 

The  other  side  of  the  administrative  coin: 

Rescue  must  be  cautious.   If  they  don't  trans- 
port when  they  need  to  we  can  be  slapped  with 
law  suits.   Presently,  there  is  a  suit  against 
the  city  because  of  a  drunk  patient  who  died  in 
jail  of  a  ruptured  spleen  due  to  a  car  accident. 
However,  when  rescue  gave  him  a  thorough  examina- 
tion on  the  scene,  all  vital  signs  were  within 
normal  limits.   He  should  have  been  transported. 
He  may  have  died  anyway  but  we  would  not  be 
considered  negligent. 

From  a  nurse: 

Those  damn  ambulance  attendants  who  come 
storming  in  here  thinking  they're  Marcus  Welby 
arriving  at  Rampart  Base.   (Poliafico,  1974, 
p.  38) 

From  an  EMT: 

An  RN  at  a  large  city  emergency  room  wrote  up 
incident  reports  on  the  rescue  men  who  didn't 
call  in  before  they  brought  a  patient.   An- 
other removed  IV 's  from  rescue's  patients  if 
she  didn't  like  where  they  were  started  (e.g., 
arm  instead  of  hand) . 

From  an  EMT  about  the  police: 

In  New  York  City  police  were  constantly 
hustling  rescue  to  get  patients  off  the 
street  because  they  were  tying  up  traffic. 
Rescue  told  the  police  the  patient  needed 
care  there.   Due  to  many  bystanders  the 
police  didn't  bother  with  them.   (Bailyn, 
1977,  p.  30) 
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From  a  physician: 

The  EMS  system  is  a  direct  threat  to  the 
physician's  responsibility  for  his  patients. 
Rescue  should  bring  a  patient  to  the  hospital 
but  are  unqualified  to  play  doctor  by  ad- 
ministering any  treatments. 

Unlike  most  people  who  perform  their  jobs  in  areas 
restricted  spatially,  and  with  limited  access  to  outsiders, 
rescue's  work  occurs  in  both  public  and  private  territory. 
They  are  to  function  equally  well  on  crowded  highways  with 
many  onlookers  and  in  private  homes.   Because  they  must 
focus  on  their  work  they  rely  on  police  and  bystanders  to 
deal  with  crowds  or  intervening  individuals. 

Goffman  refers  to  "regional"  behavior.   Front  regions 
are  where  a  particular  performance  with  a  particular  decorum 
occurs,  and  back  regions  are  where  action  related  to  the 
performance  occurs  but  is  inconsistent  with  the  appearance 
fostered  by  the  performance  (1959,  p.  134) .   A  different 
decorum  prevails  in  the  back  region.   He  discusses  problems 
and  frustrations  that  are  inevitable  if  people  have  in- 
sufficient control  of  their  backstage.   Rescue  while  doing 
their  work  have  no  backstage,  but  rather,  perform  highly 
sophisticated  maneuvers  in  the  public  eye.   Their  backstage 
time  comes  between  runs  when  killing  time,  or  in  the  cab 
of  the  truck  en  route  to  runs.   Thus,  they  are  under  un- 
usual pressure  because  of  their  visibility. 

In  Awareness  of  Dying,  Glaser  and  Strauss  discuss 
visibility  briefly.   They  point  out  how  nurses  can  risk  a 
non-rescue  tactic  with  dying  patients  only  if  their  behavior 
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is  shielded  from  observation.   "If  the  patient  takes  too 

long  to  die  in  front  of  a  relative  or  unaware  staff  member, 

the  nurse  is  forced  to  rescue"  (Glaser  and  Strauss,  1965, 

p.  220) .   By  their  mere  presence  the  audience  affects 

patient  care. 

In  The  Sociological  Eye,  Hughes  discusses  a  difference 

between  the  professional's  and  the  layman's  perspectives 

which  may  be  problematic: 

The  present  may  be  for  him  [the  professional] , 
more  crucial  in  that  it  is  seen  as  a  link  in 
a  causative  chain  of  events;  the  consequences 
of  present  action  may  be  seen  as  more  inevitable, 
rippling  down  through  time.   The  emergency,  in 
this  sense,  may  appear  greater  to  the  profes- 
sional than  to  the  layman.   In  another  sense, 
it  appears  less  crucial,  since  the  professional 
sees  the  present  situation  in  comparison  with 
others;  it  is  not  unique,  and  hence  the  emer- 
gency is  not  so  great  as  laymen  see  it.   (1971, 
p.  290) 

In  rescue  work  technical  and  observational  skills  are 
emphasized  rather  than  social  or  psychological  awareness. 
Little  emotional  involvement  is  required  by  rescue  yet  the 
patient  and  family  are  usually  highly  charged  with  emotion 
(Levy  and  Gale,  1977,  p.  7) .   Because  of  the  great  dis- 
parities in  emotional  involvement  and  because  heightened 
emotion  or  anxiety  alters  perception,  interactional  prob- 
lems between  rescue  and  the  audience  may  occur,  more  so  than 
in  less  anxiety  producing  situations.   Hughes  describes  how 
professionals  keep  their  distance  from  "overanxious"  and 
"importunate"  clients  to  prevent  interference  in  the 
workers'  daily  plans  and  programs  (1971,  p.  300). 
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Leonard  believes  that  "the  EMT ' s  self-image  (i.e., 
identity)  is  shaped  by  an  inner  perception  of  how  his/her 
worth  as  a  health  care  provider  is  recognized  by  society 
at  large  and  by  other  professional  groups  ..."  (1978, 
p.  29). 

Consequently,  covering  emerges  as  a  balancing  act 
between  doing  what  rescue  believes  needs  to  be  done  in  a 
given  set  of  circumstances,  while  attempting  to  satisfy  a 
variety  of  audiences  who  often  have  different  perceptions 
and  beliefs  from  rescue. 

Dimensions  of  Covering 

Viewing  covering  through  a  variety  of  lenses  determined 
by  social  context  illuminates  the  breadth  of  the  process. 

Covering  to 

Covering  to  prevent  hassles  from  the  chronic  uncer- 
tainty and  from  multiple  audiences  constitutes  the  essential 
rationale  for  covering.   This  dimension  of  covering  is 
predominant  throughout  the  present  research. 

Rescue  decided  to  transport  an  alcoholic 
woman  in  severe  abdominal  pain.   Although 
they  generally  would  not  have  taken  her  be- 
cause she  was  not  a  true  emergency,  they 
decided  to  because  her  nephew,  who  was  there, 
was  a  physician  at  the  hospital. 
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Covering  with 

Rescue  workers  travel  in  pairs  and  each  is  dependent 
on  his  partner  to  help  cover.   If  one  partner  is  unwilling 
or  unable  to  aid  in  the  covering  process  unforeseen  con- 
sequences may  result. 

S  told  of  being  left  alone  with  a  hostile, 
aggressive,  large  psychotic  male.   His  partner 
simply  vanished  downstairs.   Within  seconds 
this  man  was  severely  attacked  by  the  patient 
and  it  was  during  the  attack  that  he  called 
the  police  on  his  radio. 

R  was  angry  with  a  patient  for  arguing  about 
needing  to  be  transferred  to  the  hospital. 
R  lost  his  temper  and  was  angrily  yelling  at 
the  patient  and  family.   His  partner  A,  al- 
ready at  the  truck,  heard  this,  and  went  back 
and  stood  outside  the  door,  telling  me  he 
thought  they  might  pull  a  gun  as  one's  manhood 
was  threatened.   He  said,  "I  just  may  have  to 
bail  R  out."   A  minute  later  he  went  in  and 
intervened. 

L  was  describing  his  negative  feelings  about 
having  women  rescue  workers.   "If  a  man  is 
hostile,  now  I  only  have  to  worry  about  me. 
If  a  girl  is  along  I  have  to  worry  about  her 
too.   Normally  it  is  every  man  for  himself." 

"Covering  with"  implies  a  sharing  and  a  true  feeling  of 

partnership. 


Covering  up 

Occasionally  circumstances  demand  that  a  situation  be 

"covered  up"  in  order  to  prevent  unforeseen  or  personally 

unpleasant  consequences,  or  a  "hassle." 

One  rescue  man  crashed  his  rig  into  a  privately 
owned  parked  car  while  attempting  to  back  away 
from  a  completed  run.   The  rescue  chief  was 
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notified  and  upon  arrival  asked  both  rescue 
men  if  the  one  man  was  outside  the  truck 
guiding  the  other,  which  was  the  rule.   Both 
said  yes,  but,  in  fact,  both  were  in  the  truck. 

A  rescue  man  expressed  how  they  deal  with  the  public 

and  the  media: 

If  you  put  out  the  fire  you  are  a  hero.   If 
not  you  say  the  fire  was  too  far  advanced  or 
there  was  insufficient  manpower. 


Covering  for 

Certain  circumstances  necessitate  a  covering  for  legal 

reasons. 

The  lady  appeared  dead  and  was  not  breathing 
and  had  no  pulse.   Her  family  all  said  she 
had  just  died  yet  rescue  ran  an  EKG  to  be 
sure  and  the  EKG  strip  was  saved  in  case  of 
legal  complications. 

A  lady  complained  of  chest  pain.   After 
physical  assessment  and  asking  relevant  ques- 
tions, rescue  determined  she  was  suffering  an 
anxiety  attack.   To  cover  in  case  of  future 
problems  they  got  an  EKG  strip. 

T  told  me  how  they  accidently  smothered  a 
patient  who  was  abusive  and  drunk  by  placing 
him  on  the  stretcher  on  his  stomach  with  his 
hands  tied  loosely  behind  his  back.   Saying, 
"We've  all  done  one  in  you  know,"  he  expounded 
on  several  ways  patients  can  die  accidently 
yet  it  appears  as  if  death  was  a  result  of 
natural  causes.   Only  those  men  involved  are 
aware  of  this  and  they  rarely  mention  it 
even  to  each  other. 


Conditions  for  Covering 

Certain  conditions  are  necessary  for  covering  to  occur 
and  these  include:   availability  or  a  state  of  readiness  to 
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cover,  composure,  prop  maintenance,  adequate  knowledge  and 
skills.   Each  condition  affects  all  the  others  and  an 
alteration  in  one  will  undoubtedly  cause  an  alteration  in 
the  others.   Covering  necessitates  a  synchronization  of 
parts,  and  a  meshing  of  the  variables. 

Availability 

In  order  to  go  on  a  run,  rescue  must  be  alerted  by 
control,  and  this  happens  via  a  portable  radio  or  by  phone 
or  radio  in  the  fire  station.   If  they  are  not  connected  by 
radio  waves  to  control,  they  are  essentially  not  "on"  and 
cannot  begin  the  first  stage  of  covering — casing  out.   Un- 
availability for  runs  can  be  grounds  for  dismissal. 

The  rescue  chief  grounded  a  captain  to  quarters 
for  30  days  because  he  could  not  be  found  for 
three  "tricks"  in  a  row.   If  he  needed  to  leave 
he  had  to  call  the  chief  and  get  permission. 

A  chief  of  rescue  was  in  the  emergency  room 
and  saw  one  of  a  pair  of  rescue  men.   He 
called  control  and  ordered  them  to  give  this 
rescue  unit  a  run.   Within  seconds  the  second 
rescue  man  arrived  with  his  radio.   However, 
the  chief  demanded  to  know  where  he  was  and 
said  he  was  never  to  leave  the  emergency  room 
again  because  he  must  be  available. 

If  rescue  is  out  of  their  territory  or  engaged  in  an 

activity  which  makes  it  difficult  to  be  available  within 

minutes,  they  cannot  cover  well.   Consequently,  they  put 

effort  into  being  available  and  activities  are  engaged  in 

with  the  full  recognition  that  they  need  to  be  terminated 

at  a  moment's  notice  or  they  open  themselves  to  criticism 

from  one  of  their  many  audiences. 
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Composure 


There  will  be  time,  there  will  be  time 
To  prepare  a  face  to  meet  the  faces  that  you  meet; 

From  The  Love  Song  of  J. 
Alfred  Prufrock, 
T.S.  Eliot  (1917) 

.  .  .  achieving  ends  involves  managing  appear- 
ances.  Instead  of  an  open  presentation  of 
self,  there  is  the  masked  exhibition  of 
persona.   (Lyman  and  Scott,  1970,  p.  19) 


Composure,  or  "playing  it  cool,"  is  implicit  for  cover- 
ing to  be  successful.   Posturing,  or  "poise  under  pressure," 
refers  to  the  capacity  to  execute  physical  acts,  including 
conversation,  in  a  concerted,  smooth,  self -controlled 
fashion  in  risky  situations,  or  to  maintain  affective  de- 
tachment during  the  course  of  encounters  involving  con- 
siderable emotion  (Lyman  and  Scott,  1970,  p.  145)  .   If 
rescue  cannot  do  this  they  appear  inept,  unskilled  and  are 
more  open  to  questioning  and  criticism  from  their  audiences. 

Composure  is  necessary  throughout  the  covering  process. 
Rescue  workers,  driving  under  the  tension  elicited  from 
being  rapidly  en  route  to  an  uncertain  situation  are  under 
pressure  to  be  cool,  because  if  they  are  not  they  may  ex- 
perience physical  consequences,  like  being  killed,  maimed, 
or,  at  least,  shaken  up.   Many  rescue  stories  are  about 
"uncool"  rescue  drivers.   One  rescue  man  excitedly  told 
this  story  to  a  group  of  firemen  and  rescue: 

At  midnight  R  crashed  Rescue  10  into  Engine 
9.   Said  he  didn't  see  it.   He  skidded  85  feet. 
Only  problem  was  the  engine  was  8  2  feet  away. 
A  great  run! 
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Comments  followed  about  what  an  idiot  he  was  and  how  he 
knocked  his  partner  over  to  get  to  drive  and  then  proceeded 
to  drive  off  without  him. 

Only  if  one  is  "cool"  can  one  adequately  execute  the 
stages  of  covering — casing  out,  categorizing,  and  disposing. 
A  slip  in  casing  out  and/or  categorizing  can  result  in  an 
erroneous  disposing  which  in  turn  can  have  negative  con- 
sequences.  Even  when  the  patient  is  disposed  of  and  rescue 
is  still  in  the  hospital  they  must  demonstrate  composure. 

Rescue  had  just  dropped  off  a  patient  at  the 
hospital.   One  man  was  talking  to  a  nurse 
about  the  case.   The  other  said  he  wanted  to 
hurry  up  and  get  back  to  his  hamburgers.   The 
nurse  reported  his  "tactless"  behavior  to  the 
rescue  chief. 

Leonard  states,  "The  manner  in  which  an  EMT  behaves — 
demeanor--is  one  of  the  most  important  elements  by  which 
the  EMT  and  other  health  care  associates  will  regard  him/ 
her  as  a  professional"  (1978,  p.  27). 

Glaser  and  Strauss  identify  the  sentimental  order  of 
the  emergency  room  as  one  of  "cool  speedy  care."   To  main- 
tain such  order  the  nurses '  involvement  with  dying  patients 
is  minimal  as  their  goal  is  to  get  rid  of  the  patients  as 
soon  as  possible  (1968,  p.  40).   Rescue's  sentimental  order 
is  similar  for  different  reasons.   They  breeze  in  and  out 
of  situations  within  minutes  so  as  to  always  be  ready  for 
the  next  true  emergency.   They  are  to  be  proficient  in 
technical  care,  and  due  to  the  structure  of  their  job,  do 
not  have  the  time  to  become  emotionally  involved  with 
patients. 
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At  some  of  their  "scenes"  complete  chaos  prevails  yet 
they  must  remain  in  complete  control  of  their  emotions. 
This  is  often  especially  difficult  because  they  are  con- 
trolled by  radio  to  respond  to  initially  vague  situations 
(Leonard,  1978,  p.  28).   For  example,  they  are  called  to  a 
signal  17  (sick  person) ,  or  a  signal  27  (insane  person) 
with  no  awareness  of  what  they  will  find,  so  they  are  un- 
able psychologically  or  physically  to  prepare  themselves. 

Fox  discusses  how  third  year  medical  students  learn  to 
adopt  a  manner  of  certitude  in  uncertain  situations.   A 
student  learns  the  importance  of  acting  sure  even  if  he 
does  not  feel  sure,  or  he  may  not  be  able  to  meet  his 
clinical  responsibilities  and  will  evoke  criticism  from  his 
professors,  and  anxiety  from  patients  (1957,  p.  227).   The 
same  is  true  for  rescue. 

Lyman  and  Scott  call  Chapter  Six  in  Sociology  of  the 
Absurd,  "Coolness  in  Everyday  Life."   They  say:   "... 
coolness  is  imputed  to  individuals  only  insofar  as  the 
person's  actions  are  seen  to  occur  in  risk-taking  situa- 
tions .  .  .  those  who  strive  after  a  reputation  for  coolness 
will  seek  out  risky  situations  wherein  it  can  be  mani- 
fested" (1970,  p.  153)  . 

Note  this  cool  rescue  man: 

At  a  cutting  at  a  bar  a  large  excited  crowd 
had  gathered.   The  victim  was  covered  with 
blood  from  a  head  wound  and  slumped  against 
the  wall.   People  shouted  for  rescue  to  do 
something  quickly.   The  officer  merely  glanced 
at  the  situation  with  total  calm  and  realized 
it  was  not  as  bad  as  it  appeared;  he  stepped 
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back  and  talked  with  me  about  certain  elements 
of  the  patient's  behavior  and  the  crowd's  be- 
havior that  he  thought  I  might  want  to  observe. 
He  then  made  a  funny  face  at  a  small  child  and 
began  to  work. 

Another  example  of  verbal  cool  occurred  when  a  rescue 
man  skillfully  changed  a  hostile,  drunk,  interfering  husband, 
an  angry  group  of  neighbors,  and  an  upset  patient  into  a 
united  group  of  laughing  people.   He  did  this  with  strate- 
gies of  humor,  touch,  and  instruction  to  the  patient  and 
family.   Both  these  men  felt  adequate  mentally  and  tech- 
nically to  cope  with  the  problems  presented. 

Humor,  as  a  strategy  which  helps  maintain  composure, 
functions  to  release  tension,  thus  offering  a  leveling 
perspective.   "In-group"  humor  unites  the  men  and  helps 
them  to  function  together  as  a  team,  often  in  the  midst  of 
chaos  and  hostility.   Touch  offers  reassurance  and  empathy, 
and  instruction  gives  patients  and  their  families  concrete 
directions  to  cope  with  their  problem  and  as  such,  is 
anxiety  reducing  for  them.   Both  touch  and  instruction  can 
be  anxiety  reducing  for  rescue  too  because  they  are  evi- 
dence of  behavior  rescue  can  use  to  attempt  to  alleviate 
situations  in  which  their  composure  may  be  threatened. 

Some  men  exhibit  loss  of  cool  (composure)  rather  per- 
sistently in  situations  which  are  especially  troublesome 
to  them. 

One  rescue  man  said  about  his  partner: 

"J  is  always  nervous  and  jumpy.   He  is  always 
readjusting  his  pants  and  twitching." 
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Another  says: 

"R  takes  his  problems  into  the  house.   He 
doesn't  like  the  job  so  it  affects  his  patient 
care.   He  is  rude  and  yells  a  lot." 

Men  may  exhibit  extreme  loss  of  cool  in  response  to 

frustrating  conditions. 

F,  "the  mouth  of  the  south,"  was  in  a  home  with 
the  cops  and  a  lady  who  called  for  a  minor 
ailment  for  the  third  time.   The  cops  said  he 
should  take  her  to  the  hospital  because  she 
would  call  back.   F  says,  "Oh  no  she  won't," 
and  ripped  the  phone  out  of  the  wall.   When 
he  realized  what  he  did  he  tried  to  fix  it  but 
by  then  the  cops  had  written  him  up. 

A  rescue  man  went  to  a  suicide  attempt  and 
found  a  man  in  a  lake  up  to  his  elbows.   He 
yelled  from  the  bank,  "You  come  out  or  my 
partner  will  beat  your  ass."   He  then  threw 
rocks  at  the  patient  to  get  him  to  come  out. 
All  this  occurred  in  front  of  many  bystanders. 

Fear  can  also  affect  one's  composure  in  extreme  ways: 

One  man  told  of  being  called  to  a  cutting 
where  he  found  a  man  severely  slashed  on  his 
outer  thigh  and  bleeding  profusely.   He  began 
to  work  but  soon  realized  his  partner  who 
should  have  been  checking  vital  signs  was 
nowhere  in  sight.   He  found  him  outside, 
dazed  from  anxiety  and  staring  at  winos. 

Here,  the  dazed  man's  loss  of  cool  was  an  abdication  of  his 
organizational  commitments.   All  examples  of  loss  of  cool 
can  have  unpleasant  consequences.   The  ones  that  are  more 
extreme  tend  to  result  in  greater  consequences  than  the  more 
general  minimal  losses  of  cool  like  shaking  or  chain  smok- 
ing.  Crying  after  attempting  to  resuscitate  an  infant  who 
died,  or  vomiting  while  picking  up  body  parts  are  more 
"safe"  or  acceptable  losses  of  cool  because  they  convey 
empathy  and  do  not  affect  the  care  of  the  patient.   Composure 
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loss  affects  the  protective  process  of  covering  when  patients 
appear  to  suffer  psychologically  or  physically,  or  when  any 
of  the  multiple  audiences  gets  involved  in  a  negative  way. 

Prop  Maintenance 

Prop  maintenance  is  a  condition  which  can  affect  res- 
cue's availability  and  composure.   Prop  failure,  referring 
to  failure  of  key  equipment  (Lyman  and  Scott,  1970,  p.  147), 
though  rare,  adds  to  the  stress  of  any  situation.   The 
radio,  defibrillator,  and  EKG  machine  must  function  as  they 
can  help  save  a  patient's  life;  the  truck  battery  which 
powers  the  medical  equipment,  lights  and  siren,  is  also 
essential.   These  props  are  necessary  for  adequate 
covering. 

Rescue  had  a  man  in  severe  shock  in  the  truck. 
He  was  bleeding  profusely  from  his  rectum  and 
needed  fluid  desperately.   The  truck's  battery 
was  almost  dead  and  the  lights  were  working 
sporadically.   It  was  late  at  night.   Only 
after  much  difficulty  did  the  men  start  an  IV. 
They  evidenced  loss  of  composure  by  shouting 
and  swearing  and  banging  on  the  equipment  to 
attempt  to  get  it  to  function. 

Rescue  was  transporting  a  cardiac  patient  to 
a  hospital.   Because  the  radio  was  not  working 
well  they  did  not  hear  that  the  hospital's 
cardiac  ICU  was  full.   When  they  arrived  they 
had  to  leave  with  the  patient  and  go  to  another 
hospital,  thus  increasing  the  time  the  criti- 
cal patient  was  without  medical  treatment. 

Inadequate  supplies  such  as  a  unit  without  suction  or 

enough  intravenous  solutions  can  interfere  with  covering. 

The  men  are  responsible  for  maintaining  their  units  with 
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adequate  supplies  and  with  having  them  frequently  checked 
by  the  city  garage.   No  one  is  immune  from  prop   failure 
but  some  men  seem  to  take  a  personal  interest  in  checking 
to  be  sure  they  have  basic  equipment  and  that  it  is  func- 
tional.  Others  are  less  involved  in  preventive  maintenance 
and  are  more  likely  to  experience  prop  failure.   Most  kinds 
of  prop   failure  are  a  more  acceptable  excuse  for  not 
covering  than  not  being  available  or  losing  one's  cool. 

Other  rescue  props  such  as  uniforms  and  badges  speak 
to  the  public  and  legitimate  rescue  behavior.   Superficially 
they  may  help  in  covering  anxiety  and  ignorance,  and  in 
displaying  poise.   Glaser  and  Strauss  view  props  as  stra- 
tegically important  variables  which  influence  people's 
behavior  and  awareness  (1965,  p.  271).   Gouldner  suggests 
that  props  and  elements  of  the  material  culture  "are  the 
forgotten  man  of  social  research"  (1957,  p.  97). 

Adequate  Knowledge  and  Skills 

In  order  to  cover,  rescue  has  to  first  have  adequate 
knowledge  and  skill  for  the  casing  out,  categorizing,  and 
disposing  of  the  patient.   Presently  some  men  are  paramedics 
with  many  hours  of  experience  and  formal  training.   Others 
are  less  educated  and  less  experienced.   Passing  a  course 
does  not  insure  knowledge  and  skill  but  it  is  a  beginning. 
However,  some  men  remain  inadequate  in  one  or  both  areas 
which  affects  covering  in  one  of  the  three  subprocesses  of 
casing  out,  categorizing,  and  disposing. 
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B  goes  to  a  patient  and  decides  she  has  a  minor 
breathing  problem.   She  turns  blue  and  is  un- 
able to  breathe.   By  the  time  they  get  to  the 
hospital  she  is  dead.   The  man  was  unaware  of 
the  meaning  of  her  symptoms  and  did  not  diagnose 
or  treat  her  correctly.   A  court  case  is  pending. 

D  doesn't  know  what  to  ask  and  always  ends  up 
antagonizing  the  patient  or  family.   Yesterday 
he  asked  the  parents  of  an  11-year-old  little 
girl  if  she  was  on  drugs,  which  was  really 
stupid.   They  were  infuriated  and  will  probably 
complain  to  administration. 

A  nursing  supervisor  of  the  emergency  room  at  a  busy  city 

hospital  confided  to  me  that  rescue  do  not  understand  all 

that  can  happen  to  patients  who  overdose.   She  said  such 

patients  may  appear  alert  and  healthy  but  frequently  will 

"go  bad."   So,  they  should  be  brought  to  the  hospital,  as 

should  drowning  victims.   She  described  recent  cases  of 

"unnecessary"  deaths  because  rescue  had  not  adequately 

assessed  their  patients. 

Assessing  the  patient  is  the  beginning  but  it  must  be 

followed  by  technical  skill  such  as  the  insertion  of  an 

IV,  cardiopulmonary  resusitation,  bagging,  or  intubating. 

If  neither  man  is  skilled  the  patient  may  die. 

One  man  who  was  going  on  vacation  expressed 
concern  that  his  partner  who  would  be  in 
charge  in  his  absence  was  inept.   "He  cannot 
start  IVs  fast  enough  or  do  all  the  things 
that  need  to  be  done,  and  he  cannot  ventilate 
or  compress  patients  during  CPR. " 

There  is  no  way  to  insure  that  all  men  have  the  neces- 
sary knowledge  and  skill  because  what  is  "necessary"  has 
not  yet  been  agreed  upon,  and  what  is  necessary  is  altered 
in  the  minds  of  rescue  each  time  an  error  or  situation  with 
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inadequate  covering  occurs.   With  new  equipment,  new  medical 
knowledge,  and  new  licensing  requirements,  basic  knowledge 
and  skills  are  in  a  permanent  state  of  flux.   However,  to 
cover  well  rescue  must  keep  up  with  contemporary  medical 
thought  about  treatment  of  typical  emergencies. 

The  conditions  of  covering  are  interacting  variables. 
The  men  are  responsible  for  control  of  these  conditions  and 
their  ability  to  cover  offers  a  standard  on  which  judgment 
of  their  expertise  is  made.   "In  all  organizations  are  those 
workers  whose  work  effort  and  product  emerge  as  heroic  and 
those  who  cannot  quite  make  the  grade"  (Hughes,  1971, 
p.  302)  .   Thus  a  continuum  appears  with  rescue  with  "good" 
rescue  men  emerging  as  those  who  cover  well,  neither  too 
much  nor  too  little.   They  make  rapid,  accurate  assessments, 
and  execute  the  treatment  and  disposition  efficiently  and 
satisfactorily  to  all  audiences.   Each  run  is  well  choreo- 
graphed. 

In  contrast,  the  uncool  men  are  slow  to  evaluate,  often 
are  inaccurate  in  casing  out,  categorizing,  and  disposing 
and  are  guilty  of  over  or  undercovering.   Overcoverers  are 
called  "you  call,  we  haul,"  "scoop  and  swoop"  types  by 
others  because  they  take  everyone  to  the  hospital,  "to  be 
safe."   However,  this  can  result  in  administrative  repri- 
mand, and  criticism  from  physicians,  nurses,  and  partners. 

J  hauls  everyone.   He  always  goes  Charlie 
[very  fast  with  sirens]  to  the  emergency  room 
and  races  in  with  a  lot  of  racket.   Now  the 
nurses  know  him  and  send  him  to  the  back  room 
with  his  patients. 
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From  a  rescue  chief: 

"C  made  a  decision  11  years  ago.   He  got  jumped 
on  and  hasn't  made  one  since." 

Undercoverers  are  men  who  "fuck  up."   They  misread 

symptoms  and  often  do  not  take  the  time  to  adequately  assess 

patients.   "Burn-outs"  tend  to  undercover  because  they  are 

tired  of  the  hassles  and  just  want  to  remain  at  their  base. 

They  resent  runs  and  no  longer  have  the  psychic  energy 

necessary  for  covering. 

F  went  on  a  run  to  a  car  accident.   He  called 
out  the  window  to  the  driver  who  was  dazed 
yet  standing  up.   "Hey  buddy,  you  all  right?" 
The  man  nodded,  appearing  confused.   F  said, 
"Okay"  and  drove  off.   He  was  reported  to 
administration  by  an  observer. 

Some  men  are  just  too  anxious  to  be  responsible  for  cover- 
ing. 

A  chief  said: 

"P  is  afraid  to  'ride  in  charge.'   He  always 
takes  off  or  calls  in  sick  when  his  captain 
is  not  there.   He  just  feels  incapable." 

Uncool  men,  over  and  undercoverers,  are  the  source  of  many 

rescue  jokes  and  are  targets  of  derisive  humor. 

Consequences 

In  rescue  work  there  are  few  consequences  of  covering 
well.   Men  may  be  respected  by  their  peers  and  administra- 
tion, and  occasionally  an  "attah  boy"  letter  will  be 
written  by  a  satisfied  member  of  one  of  their  audiences. 
However,  there  are  no  real  rewards.   Rather,  it  is  usually 
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only  if  one  does  not  cover  well  that  one  receives  feedback. 
The  men  are  expected  to  cover.   That  is  their  job.   If 
they  do  not,  they  hear  about  it  in  an  administrative  repri- 
mand, a  law  suit,  or  through  inevitable  gossip  and  put- 
downs  among  their  fellow  workers.   And  they  alone  suffer 
the  guilt  if  a  patient  dies  or  is  hurt  unnecessarily;  and 
the  anger  if  they  feel  unjustly  accused. 

Spin  offs  from  inadequate  covering  may  affect  the  fire 
department,  patients,  and  their  families.   Patients  may  die; 
patients  and  families  may  suffer  unnecessarily;  and  the 
fire  department  and  the  city  bear  the  brunt  of  inadequate 
covering  as  they  are  ultimately  responsible.   Covering, 
revealed  as  rescues'  solution  to  their  problems  of  uncer- 
tainty and  visibility,  has  far  reaching  implications  for 
others  as  well  as  rescue. 


CHAPTER  V 
CASING  OUT 

Three  subprocesses  constitute  covering:   casing  out, 
categorizing,  and  disposing.   Each  is  a  theoretically  com- 
plete unit  comprised  of  unique  phases,  strategies,  and 
properties.   However,  they  are  interdependent  and  each  is 
equally  necessary  to  insure  adequate  covering.   Each  sub- 
process  is  a  consequence  of  the  former  and  a  prerequisite 
for  the  next.   If  casing  out  is  incomplete  or  inaccurate, 
categorizing  will  be  affected,  and  if  categorizing  is 
faulty,  disposing  may  be  too.   If  one  "blows"  any  of  the 
subprocesses,  he  blows  his  cover. 

The  subprocesses  occur  in  a  linear  fashion  at  each  run 
but  their  temporality  may  vary  radically.   The  individual 
rescue  worker's  judgment  determines  the  time  spent  in  each 
phase  of  the  covering  process.   Such  personalization  of 
processes  precludes  any  visible  juncture  markers  for  the 
change  from  one  subprocess  to  another. 

Rescue  workers  have  no  conscious  awareness  of  the  dif- 
ferent subprocesses.   Rather,  the  researcher  conceptualized 
the  subprocesses  based  on  the  data  so  at  the  present  time 
they  serve  a  heuristic  purpose. 
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Because  one  perceives  many  stimuli  at  once,  in  a  molecu- 
lar fashion,  the  linear  portrayal  of  the  subprocesses  may 
appear  artificial  or  imposed.   However,  the  data  demonstrate 
an  orderliness  to  the  covering  process.   Although  much  is 
perceived  at  once,  rescue  workers  continuously  assimilate 
information,  and  prioritize  it,  which  is  a  necessity  for 
expertise  in  any  emergency. 

Casing  out,  the  first  subprocess  of  covering,  includes 
three  strategies:   visualizing,  interacting,  and  examining. 

Casing  out  is  a  method  of  assessing  data  derived  from 
the  total  scene  and  beginning  to  make  some  sense  of  it.   In 
an  emergency  situation,  or  in  one  in  which  uncertainty  looms, 
one  must  immediately  begin  to  strive  for  the  certainty  neces- 
sary for  the  covering  process. 

Casing  out  begins  as  soon  as  a  run  is  called  in.   The 
number  of  the  run  alerts  rescue  workers  to  the  category  of 
the  problem  they  are  responding  to.   For  example:   signal 
17,  sick  person;  signal  4  and  54,  wreck  and  injured  person; 
signal  27,  insane  person;  signal  26,  respiratory;  signal  53, 
gunshot  wound;  signal  62,  cutting.   Several  signals  indicate 
the  possibility  of  a  true  emergency  and  rescue  automatically 
drives  faster  to  the  scene  in  anticipation.   Usually  there 
is  silence  and  presumed  concentration.   A  signal  17  or  27 
evokes  slower  driving  and  less  tension  en  route.   Conver- 
sations and  joking  may  resume. 

One  initially  cases  out  not  only  by  the  signal  but 
also  by  the  address.   As  firemen  they  are  responsible  for 
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knowing  all  the  streets  in  their  area  and  how  the  street 
numbers  run.   Consequently,  when  the  dispatcher  gives  the 
address  over  the  radio,  rescue  is  immediately  aware  if  they 
are  headed  for  a  private  residence,  a  business,  or  a  speci- 
alty establishment  such  as  an  alcoholic  treatment  center, 
halfway  house,  or  a  gay  bar.   Their  destination  immediately 
influences  their  mental  attitude  and  expectations,  and  this 
will  be  clarified  in  the  discussion  on  categorizing. 

At  the  scene,  casing  out  intensifies.   A  rescue  man 
says : 

"In  rescue  you  learn  to  size  up  a  situation 
fast.   You  have  to  survey  the  whole  scene." 

Conditions 

Two  conditions  enable  the  casing  out  process  to  go 

smoothly:   a  cooperative  patient  and  family  or  bystanders, 

and  adequate  light  and  space  for  rescue  to  do  their  job. 

If  the  environmental  situation  is  awkward,  casing  out  may 

be  delayed  or  hindered. 

Rescue  goes  to  a  gunshot  wound  in  a  bar  late 
at  night.   The  victim  is  wedged  between  an 
immovable  table  and  the  bar,  sprawled  on  the 
floor  in  a  pool  of  blood.   Light  comes  from 
a  single  bulb.   They  can  hardly  move  or  see 
and  cannot  move  the  patient  until  the  extent 
of  his  injury  is  known.   Combat  firemen  shine 
flashlights  to  enable  rescue  to  start  an  IV 
and  splint  the  wounded  leg  which  takes  an 
extraordinarily  long  time. 

An  uncooperative  patient  or  family  is  equally  problematic: 
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Rescue  is  called  to  a  possible  heart  attack. 
The  family  is  upset  and  yelling  and  insists 
rescue  transport  the  65-year-old  man  who  has 
a  history  of  heart  attacks  and  has  not  been 
taking  his  medicine.   When  rescue  goes  to 
examine  him,  he  weakly  says  he  is  not  going 
to  the  hospital,  that  he  is  fine,  and  he 
swings  at  rescue  when  they  try  to  take  his 
blood  pressure. 

In  both  types  of  cases  rescue  do  the  best  they  can  and  rely 

on  the  strategies  and  judgment  of  the  man  in  charge  about 

coping  with  such  troublesome  conditions. 


Strategies 

Visualizing 

Visualizing,  the  first  strategy  of  casing  out,  is  the 

viewing  of  the  patient  within  the  context,  both  of  which  are 

equally  important.   If  the  patient  is  immediately  visible 

one  notices  how  he  positions  his  body,  his  color,  movements, 

or  lack  of  them. 

"You  are  already  examining  the  patient  before 
you  ever  touch  him.   You  get  the  clinical  pic- 
ture in  your  mind  before  you  even  question  him. 
Our  powers  of  observation  are  really  exercised 
and  we  are  always  checking  the  environment." 

The  eyes  are  essential  for  the  initial  casing  out 

which  continues  in  lesser  intensity  until  rescue  disposes 

of  the  patient  to  await  another  run.   If  a  patient  changes 

in  some  observable  way  (e.g.,  turns  blue)  the  strategy  will 

intensify  and  may  trigger  the  other  casing  out  strategies. 

Generally,  visualizing  begins  immediately,  and  after  the 

patient  and  context  are  cased  out,  rescues'  energies  are 
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emphasized  in  completing  the  casing  out  process  with  inter- 
acting and  examining. 

Occasionally  visualizing  may  be  all  that  is  necessary 
in  the  casing  out  subprocess. 

Rescue  is  called  into  a  home  and  finds  a  naked 
woman  slumped  between  the  bed  and  the  wall  in 
a  semi-squatting  position.   The  rescue  man 
glances  at  her  and  immediately  radioes  the 
police.   I  asked  why  he  didn't  check  her.   He 
said  she  was  obviously  dead  because  of  her 
color  and  the  swelling  in  her  lower  extremi- 
ties so  there  was  nothing  else  he  could  do. 

The  context  offers  important  clues  to  rescue.   Upon 
arrival  on  the  scene  they  visualize  the  structure  of  the 
dwelling,  the  nature  of  the  setting,  the  number  of  by- 
standers, and  their  behavior.   At  the  home  or  public  place, 
eyes  scan  for  bottles  of  pills,  prescriptions,  or  anything 
which  can  aid  in  their  assessment  process  which  is  necessary 
for  covering. 

Rescue  is  called  to  a  "sick"  girl.   They  walk 
up  on  the  porch  where  a  bunch  of  people  are 
drinking  beer  and  one  man  says  the  girl  vomited 
up  lots  of  green  stuff.   Rescue  asks  where  the 
vomit  is  so  he  can  check  it.   The  man  tells 
him  to  look  over  the  porch  railing.   There  he 
found  normal  vomit  on  green  leaves  and  realized 
they  were  all  so  drunk  they  couldn't  see  the 
leaves . 

The  drunken  behavior  of  the  crowd  and  the  patient,  and  the 

realization  the  vomit  was  not  green,  which  could  have 

medical  implications,  aided  rescue  in  their  casing  out 


process . 


Rescue  is  called  to  an  obstetrical  case  and 
find  a  young  woman  lying  on  her  bed  bleeding 
vaginally  with  a  dead  baby  wrapped  in  a  blanket 
by  her  feet.   The  rescue  man  looked  around  and 
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told  me  he  was  looking  for  the  placenta  which 
apparently  had  not  been  been  delivered.   Con- 
sequently, he  said  to  wait  and  not  to  touch  her 
until  she  delivered  the  placenta.   When  this 
happened  they  continued  with  the  necessary  pro- 
cedures . 

In  the  anxiety  of  the  situation  I  was  totally  unaware  for 

several  minutes  of  the  dead  baby  and  of  the  visualizing 

process  he  was  going  through.   Because  of  his  observations, 

he  was  able  to  work  safely  and  skillfully  with  minimal 

trauma  to  the  patient,  family,  and  the  crowd  that  gathered 

outside. 

Visualizing  the  context  continues  with  varying  levels 
of  intensity  until  the  patient  is  disposed.   If  the  patient 
is  transported  rescue  constantly  monitors  any  devices  they 
use  in  their  care  of  the  patient.   The  EKG  readings,  oxygen 
flow,  intravenous  drips  are  all  watched  in  order  that  the 
patient's  condition  can  be  evaluated  and  stabilized,  and  to 
assure  that  the  equipment  is  functioning  properly.   Their 
eyes  are  open  for  critical  information  which  may  reverse 
or  redefine  their  original  casing  out. 

Visualizing  is  the  beginning  of  the  casing  out  sub- 
process  and  as  such  leads  into  categorizing.   The  manner  of 
dress  and  behavior  of  the  patient  and/or  crowd  gives  rescue 
information  which  is  basic  to  their  categorizations  and 
their  disposing. 

Interacting 

On  most  runs,  visualizing  is  only  the  beginning.   In 
contrast  to  visualizing  which  is  a  uni-personal  strategy, 
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interacting  and  examining  are  bi-  or  multi-personal.   Both 
rescue  workers  may  choose  to  interact  with  the  patient, 
family,  crowd,  police,  combat  firemen,  or  anyone  who  may 
offer  useful  information  relevant  to  the  casing  out 
process.   Interacting  is  geared  to  medical  complaints, 
rather  than  social-psychological  problems.   And,  rescue  is 
skilled  in  technological  intervention  rather  than  social- 
psychological  . 

On  a  run  to  "wrinkle  city,"  a  retirement  com- 
plex, a  very  anxious  woman  tells  rescue  how 
her  male  companion  has  been  ripping  her  apart- 
ment apart  all  day.   He  has  thrown  plastic 
flowers  all  over  and  strewn  food  all  around. 
He  is  very  agitated  and  appears  "out  of  it." 
Rescue  says,  "But  what  is  the  medical  problem?" 

Interacting  has  a  variety  of  methods.   Direct  questioning 

of  the  patient  or  others  may  help  determine  the  cause  and 

nature  of  the  illness: 

Rescue  finds  an  unconscious  man  sprawled  on 
the  floor  of  his  bedroom.   It  took  15  minutes 
of  questioning  of  the  family  by  both  rescue 
men  to  learn  that  the  man  had  been  drinking 
but  that  he  also  had  "sugar  diabetes"  and  that 
he  probably  had  not  taken  his  insulin  (found 
on  a  dresser)  that  day. 

Direct  questioning  may  help  ascertain  the  family's 

wishes  for  the  patient: 

A  90-year-old  male  is  found  at  home  on  a 
hospital  bed,  toothless,  with  ankles  tied 
and  a  small  bedsore  on  arm  and  chest.   He 
was  very  emaciated  and  appeared  obtunded. 
According  to  his  daughter  and  son-in-law  he 
had  been  in  bed  for  four  years.   Now  he  seems 
comatose.   The  rescue  man  gives  him  oxygen 
and  asks  the  daughter  to  step  into  the  other 
room  where  he  asks  her  what  the  doctor  wanted 
done  if  his  heart  stops,  and  what  she  wanted. 
She,  crying,  says  they  want  no  heroics. 
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Interacting  in  this  case  aided  the  covering  process  by  in- 
volving the  family  in  a  preliminary  decision.   Rescue  anti- 
cipated possible  cardiac  or  respiratory  arrest  and  inter- 
acted so  as  to  plan  their  future  treatment  in  the  event  of 
such  a  crisis. 

If  a  patient  is  unresponsive  and  there  are  no  witnesses, 
or  if  the  witnesses  are  unreliable  or  uncertain,  interacting 
may  be  present  in  a  more  aggressive  form,  designed  to  elicit 
a  response  to  insure  the  completion  of  the  casing  out 
process . 

Rescue  is  called  to  a  bread  factory  and  in  the 
employees'  rest  room  find  a  23-year-old  male 
writhing  on  a  couch  with  his  eyes  rolling  back 
in  his  head  and  his  muscles  clenched.   Question- 
ing him  reveals  only  moans  so  one  rescue  man 
says,  "You  don't  have  to  act  like  that."   He 
roughly  pulls  up  his  eyelids  and  sees  his  eyes 
roll  back. 

A  57-year-old  woman  is  slumped  on  a  couch  in 
her  home.   After  having  his  partner  go  to  the 
next  room  with  her  husband,  the  man  in  charge 
said  to  the  lady,  "Now  there  is  just  you  and 
me  and  you  can  cut  all  this  shit  out."   He 
puts  ammonia  to  her  nose;  she  hits  at  it, 
looks  angry  and  opens  her  eyes.   He  says, 
"If  I  piss  you  off  enough  will  you  talk  to 
me?   Now  what  is  your  problem?" 

In  both  situations  the  interacting  strategy  of  yelling  and 
intimidation  was  effective  because  the  patients  began  talk- 
ing, offering  relevant  information  to  aid  in  the  casing  out 
subprocess.   Although  this  may  appear  unprofessional,  it, 
in  fact,  gets  the  job  done  when  alternative  more  gentle 
methods  do  not. 

In  a  situation  where  a  patient  is  alone  and  is  uncon- 
scious, rescue  must  rely  on  visualizing  and  examining. 
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A  teenage  boy  is  lying  in  the  bushes  with 
his  bike  under  him  as  if  he  had  passed  out 
and  fallen.   He  is  totally  unresponsive  yet 
has  no  signs  of  injury.   Because  of  this 
rescue  thought  he  may  be  an  epileptic  who 
suffered  a  seizure.   They  took  him  to  the 
hospital  and  he  was  found  to  be  a  regular 
patient  with  epilepsy  who  did  not  take  his 
medicine. 

Anxiety  and/or  a  physical  problem  may  hinder  the  pati- 
ent's ability  to  interact  rapidly  and  helpfully. 

A  rescue  man  repetitively  asks  a  sobbing  20- 
year-old  female  who  was  working  in  a  bank 
to  describe  her  sharp  pain  and  why  she  is 
crying.   She  is  gulping  and  hyperventilating 
so  conversation  is  prolonged.   He  tells  me 
he  did  that  to  get  her  talking  to  see  if  she 
would  calm  down  which  would  help  differenti- 
ate whether  pain  or  fear  was  causing  most  of 
her  crying.   He  found  it  was  fear,  diagnosed 
the  pain  as  respiratory  in  nature,  and  the 
patient  and  anxious  bank  employees  were  much 
relieved. 

Here,  gentle  interaction  and  an  extended  time  for  visual- 
izing and  examining  were  used  as  stalling  maneuvers  until 
rescue  calmed  the  patient  so  they  could  accurately  case  her 
out. 

If  calm,  rational  talk  is  ineffective,  or  if  a  man  is 
comfortable  with  humor  as  a  way  of  relating,  humor  can  be 
an  effective  method  for  defusing  anger  or  anxiety  or  for 
stalling. 

Rescue  is  in  a  home  filled  with  family  and 
friends.   Some  are  drunk  and  the  patient's 
husband  is  very  drunk  and  angrily  starts 
telling  rescue  to  take  the  patient  to  the 
hospital.   Several  others  agree  and  say,  "Just 
cause  she's  black  you  don't  want  to  take  her." 
However,  she  has  vague  complaints  and  does  not 
need  to  be  transported.   The  rescue  man  puts 
his  arm  around  the  husband,  jokes  about  how 
lucky  he  is  to  have  such  a  nice  wife,  tells 
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him  how  she  should  eat  to  relieve  her  stomach 
complaints,  and  asks  what  is  in  the  refrigera- 
tor.  He  looks  in,  finds  liver,  and  says  how 
much  he  loves  liver  and  wishes  he  could  stay 
for  dinner.   After  an  initial  tense  time,  they 
leave  a  happy  and  satisfied  group. 

Interacting  with  partners,  police,  or  the  crowd  may 
also  be  a  stalling  maneuver  after  all  information  has  been 
received.   Such  conversations  or  humorous  interchanges  may 
be  relevant  or  irrelevant  to  the  situation  but  do  allow 
rescue  time  to  think  about  all  possibilities  and  their  con- 
sequences . 

Rescue  was  very  unsure  about  why  a  patient  was 
unconscious  and  they  could  not  get  a  good 
history  from  the  family.   For  at  least  5  minutes 
they  discussed  plants  and  how  to  grow  water- 
melon while  glancing  off  and  on  at  the  patient 
sprawled  on  the  floor.   Then  the  lieutenant 
made  a  decision,  executed  it  and  we  left. 

Like  visualizing,  interacting  leads  into  categorizing. 

How  the  patients  speak,  the  language  they  use,  and  their 

interpretation  of  their  illness  immediately  affects 

rescue's  categorizing  and  disposing. 

Examining 

Examining  often  occurs  simultaneously  with  visualizing 
and  interacting.   Laying  on  of  hands  and  technology  are 
basic  to  examining.   One  of  the  rescue  partners  may  palpate 
the  patient,  get  vital  signs  (temperature,  pulse,  respira- 
tion) ,  and  do  those  physical  maneuvers  which  are  essential 
to  casing  out. 
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A  27-year-old  female  is  lying  in  a  heap  on 
the  street.   A  huge  crowd  and  the  police  are 
there.   One  rescue  man  questions  the  police 
and  the  crowd  and  found  her  husband  had  beaten 
her.   The  other  rescue  man  checked  her  bleed- 
ing lip,  found  she  was  two  months  pregnant, 
and  had  severe  back  pain.   He  palpated  her 
body  and  took  her  vital  signs  before  they 
put  her  on  a  backboard  and  moved  her  into 
the  unit. 

Vital  signs  are  the  most  significant  indicators  of  serious 
problems  and  consequently  are  taken  in  almost  all  situations 
as  a  basic  covering  maneuver.   Even  if  rescue  have  cased  out 
the  patient  by  visualizing  and  interacting  and  believe  he/ 
she  is  not  really  ill,  they  may  do  vital  signs  as  a  back  up 
in  case  of  a  complaint  or  a  problem.   Vital  signs  may  cor- 
roborate their  initial  impression  or  give  them  additional 
data  for  casing  out. 

Examining  may  include  one's  use  of  self  to  gain  infor- 
mation as  in  palpation  and  manipulation.   Such  palpation 
ranges  from  a  gentle  examination  to  a  more  aggressive  use 
of  touch. 

A  man  is  lying  on  the  bed,  appearing  unconscious 
for  questionable  reasons.   He  just  flops  over 
in  response  to  being  shaken  and  forced  to  sit 
up.   The  rescue  man  presses  his  knuckles  hard 
into  his  sternum  which  does  elicit  a  response. 

Pinpricks  or  a  comb  slapped  on  the  bottom  of  the  feet  are 
other  methods  for  assessing  level  of  consciousness. 

Technological  equipment  may  aid  in  casing  out  and  ex- 
amples include  blood  pressure  gear,  EKG  monitor,  reflex 
hammer,  etc.   "Potions"  may  aid  in  diagnosing.   Sugar  can 
rule  out  hypoglycemia;  nitroglycerine  helps  assess  the 
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possibility  of  a  coronary;  and  ammonia  weeds  out  the 

"fakers." 

A  female  is  slumped  on  the  couch  and  falls  to 
the  side.   The  rescue  man  tells  me  later  he 
watched  how  she  fell  [visualizing]  and  knew 
she  was  not  unconscious.   He  then  puts  ammonia 
on  a  gauze  pad  and  holds  it  to  her  nose  which 
causes  her  to  jerk  back.   She  hits  at  his 
hand,  opens  her  eyes,  and  begins  talking. 

Behavior  and  methods  used  by  rescue  in  examining  are 
those  which  the  man  in  charge  determines  necessary  to  assess 
accurately  so  the  casing  out  process  may  be  completed  with 
covering  being  assured. 

Casing  out  is  usually  performed  by  rescue  but  occasion- 
ally is  defined  by  others.   Combat  firemen  who  are  often  at 
the  scene  first  may  give  rescue  the  patient's  vital  signs 
and  a  brief  history.   Arriving  at  a  patient's  home  and 
finding  a  doctor  who  is  a  relative,  they  may  hear  his  assess- 
ment of  the  problem.   Rescue  may  accept  others  casing  out 
but  they  are  responsible  for  the  accuracy  and  are  ever 
aware  that  they  are  the  ones  who  must  answer  for  the  dis- 
position. 

Rescue  go    to  a  55-year-old  female  and  dis- 
cover combat  had  already  gotten  an  excellent 
history.   A  fireman  then  took  the  patient's 
blood  pressure  and  pulse  twice,  neither  of 
which  made  sense  together  with  the  history. 
The  rescue  man  perceived  this  and  took  his 
own  readings  which  were  different. 

A  man  is  in  his  home  making  loud,  strange 
noises,  throwing  his  head  back  and  sweating 
profusely.   His  wife  was  hysterical.   Rescue 
wanted  to  get  him  out  quickly  but  needed  to 
figure  out  what  was  wrong.   A  fireman  took 
his  blood  pressure.   To  check,  the  rescue 
lieutenant  took  it  again  and  found  it  very 
different,  which  was  significant  in  (1)  assess- 
ing his  problem  and  (2)  determining  his 
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treatment.   The  rescue  man  screamed  at  the 
fireman,  "If  you  can't  do  it  then  don't  say 
you  can,"  and  the  fireman  muttered,  "Well, 
I  couldn't  hear  it."   The  rescue  man  went  to 
him  later  and  really  blasted  him. 

Effective  casing  out  depends  on  the  integration  of  in- 
formation derived  from  the  three  strategies  of  visualizing, 
interacting,  and  examining.   True  integration  presents  a 
clear  picture  of  the  patient's  problem  in  its  physical, 
psychological,  and  social  aspects  and  yields  information 
vital  to  the  next  subprocess  of  categorizing.   Categorizing 
can  only  be  as  good  as  information  derived  from  casing  out 
allows  it  to  be.   Because  casing  out  is  the  first  subprocess 
which  makes  the  way  for  the  others  it  is  of  special  impor- 
tance.  In  a  sense  it  lays  the  groundwork  for  further 
covering  subprocesses . 


CHAPTER  VI 
CATEGORIZING 

Categorizing  implies  the  placing  of  things  in  groups 

or  classes.   Categorization  of  people  is  prevalent  in  social 

situations,  businesses,  and  health  care  systems.   Klapp 

(1962)  points  out  that  we  are  continually  creating  the 

other  fellow: 

A  common  kind  of  conversation  in  almost  any 
company  is  characterizing  people  by  what  they 
have  been  doing  or  what  is  being  said  about 
them  .  .  .  social  relationships  hinge  upon 
fitting  the  other  into  a  category  that  makes 
it  possible  to  deal  with  him  successfully, 
(p.  4) 

In  "Usual  Hospital  Treatment  for  Schizophrenics:   A 
Dispatching  Process"  (1976) ,  Wilson  and  Mosher  identify  the 
sorting  and  stamping  of  patients  with  labels  according  to 
patients'  salvageability ,  diagnoses,  and  legal  status.   They 
found  that  diagnostic  labeling  gives  a  sense  of  control  and 
ability  to  predict  patient  behavior.   Such  behavior  is  then 
typified:   "That's  just  her  hysterical  personality  coming 
out"  (p.  26)  . 

Goffman  (1959)  discusses  people's  need  to  categorize 

others  and  he  suggests  there  are  practical  reasons  for 

this: 

Information  about  the  individual  helps  to 
define  the  situation,  enabling  others  to  know 
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in  advance  what  he  will  expect  of  them  and 
what  they  expect  of  him.   Informed  in  these 
ways,  the  others  will  know  how  best  to  act 
in  order  to  call  forth  a  desired  response  from 
him.   (p.  1) 

"Sign  vehicles"  are  sources  of  information  as  are  one's 
conduct  and  appearance.   One  can  then  stereotype  others  and 
rely  on  past  experience  with  such  types. 

In  rescue,  categorizing  necessitates  the  evaluation  of 
three  properties  of  the  ill  patient:   illness,  behavior, 
and  social  evaluation.   Evaluation  is  a  process  which  is 
based  on  the  values  of  rescue  and  concerns  the  evaluation 
of  what  is  seen,  and  heard,  and  the  assessment  of  physical 
signs . 

Categorizing  a  patient  according  to  the  three  proper- 
ties is  a  way  of  imposing  order  and  rendering  the  patient 
easier  to  deal  with.   It  also  helps  in  setting  priorities 
as  the  emphasis  in  rescue  is  on  giving  emergency  care  and 
other  problems  or  issues  are  de-emphasized.   Consequently, 
categorizing  is  a  focusing,  prioritizing,  and  a  valuing 
process  which  weeds  out  irrelevant  problems.   Essentially 
it  is  the  evaluation  of  casing  out  and  is  necessary  to  give 
direction  to  disposing. 

A  cognitive  and  affective  process,  categorizing  reveals 

itself  through  the  rescue  workers'  responses  during  the  run 

and  later  descriptions  of  the  run.   These  may  be  obvious 

as  soon  as  a  run  is  called: 

Signal  17  (sick  person)  at  X  street.   "Oh, 
it's  the  fag  hangout.   Someone  is  probably 
oh  so  sick,"  said  in  a  whiny,  falsetto  voice, 
as  in  imitation  of  a  gay  male. 
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Evaluation  has  already  begun.   Categorizing  may  begin  im- 
mediately or  may  happen  slowly  as  the  run  unfolds.   If  the 
casing  out  yields  definitive  problems  it  is  more  likely  to 
happen  rapidly.   A  patient  can  then  be  categorized  and 
rescue  can  move  into  the  disposing  subprocess.   If  the 
casing  out  reveals  nothing  definitive,  delays  in  catego- 
rizing are  noticeable  along  with  their  concommitant  strate- 
gies, as  mentioned  in  Chapter  V. 

Humor,  as  in  the  example  above,  is  quite  obvious  during 
the  categorization  process  if  there  is  not  a  true  emergency. 
David  Halle,  from  Fordham  University,  Department  of 
Sociology,  spoke  at  the  American  Anthropology  Association's 
meeting  in  Los  Angeles,  in  1978.   Discussing  joking  behavior 
in  a  chemical  plant,  he  reviewed  Radcliffe  Brown's  interpretation 
of  joking  as  a  dispute  mediator;  Mauss  saw  joking  as  jockey- 
ing for  power;  and  Dr.  Halle  proposed  that  joking  was  also 
a  ritual  statement  of  values.   During  the  categorization 
process  joking  often  appears  to  be  making  a  statement  about 
rescue's  values,  and  this  will  become  more  obvious  as  the 
properties  of  the  patient  are  discussed. 

During  categorizing,  personal  cutting  points  determine 

rescue  workers'  behavior  and  affect  how  they  categorize  a 

patient.   One  rescue  man  talks  about  another: 

H  puts  drunks  to  bed.  He  lubricated  a  drunk's 
lips  that  were  cracked  and  gave  him  water.  He 
really  believes  the  man  is  ill  and  needs  care. 
P,  his  partner,  knows  how  he  is  so  he  just  goes 
and  sits  in  the  truck  till  H  is  finished  doing 
what  he  wants  to  do. 
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Some  men  automatically  "write  off"  and  categorize  negatively 
certain  illnesses,  behavior,  and  social  characteristics  of 
people.   Generally,  social  and  psychological  problems  are 
negated  and  medical  problems  are  respected  because  they 
conform  to  the  men's  concept  of  their  roles  and  to  their 
education  and  training.   Cutting  point  analysis  assumes  a 
continuum  of  behavior  with  deviant  ranges.   The  worker's 
personal  ideology,  experience,  and  tolerance  level  determine 
his  cutting  point.   Because  different  rescue  men  respond 
differently  to  different  illnesses,  behavioral,  and  social 
characteristics,  categorizing  may  produce  different  end 
results  depending  on  the  worker  involved. 

Illness  Evaluating 

Hughes  (1971)  observes  chronic  tension  between  practi- 
tioners who  deal  routinely  with  emergencies  and  people  who 
receive  their  services.   People  with  crises  feel  the 
"helper"  is  trying  to  belittle  his  trouble:   "His  very 
competence  comes  from  having  dealt  with  a  thousand  cases 
of  what  I  like  to  consider  my  unique  trouble."   The  worker 
thinks  he  knows  from  extensive  experience  that  people  ex- 
aggerate their  problems  (Hughes,  1971,  p.  346). 

Illness  evaluating  is  a  priority  phase  of  categorizing. 
Rescue  workers  are  trained  to  sustain  life  until  physicians 
can  relieve  them  in  a  hospital  environment  so  they  must  be 
attuned  to  "real"  emergencies.   If  a  true  emergency  exists, 
the  next  two  properties--behavior  and  social  valuing — are 
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precluded.   If  the  illness  is  not  life-threatening  they 
move  on  to  the  latter  two  properties. 

Rescue  first  assesses  whether  the  illness  is  an 
emergency  or  non-emergency ,  and  then  whether  it  is  self- 
induced  or  accidental,  legitimate  or  non-legitimate .   They 
prefer  emergencies  because  "that  is  what  we  were  trained 
for"  and  that  is  the  exciting,  non-routine,  dramatic,  heroic 
part  of  their  tasks.   It  is  because  of  emergencies  that 
they  are  rewarded  by  the  administration,  police,  the  patient, 
or  partners  for  "snatching  another  victim  from  the  jaws  of 
death." 

True  emergencies  utilize  rescue  workers'  energies. 

Trauma  and  heart  attacks  get  their  juices  flowing  because 

it  is  here  where  they  put  themselves  on  the  line  and  must 

accept  the  consequences  which  often  involve  life  or  death. 

Comparing  emergencies  to  going  to  drunks,  the  source  of  a 

large  number  of  urban  runs,  one  rescue  man  says,  "Going  to 

drunks  is  like  going  out  and  buying  ice  cream. " 

Rescue  is  called  to  a  very  old  emphesematous 
male,  and  on  the  scene  I  became  involved  in 
wiping  his  runny  nose.   I  commented  to  the 
rescue  private  that  neither  combat  nor  rescue 
seemed  very  concerned  about  his  respiratory 
problems.   He  said,  "Oh  this  is  nothing.   Wait 
until  you've  seen  a  good  cardiac  red  [cardiac 
arrest] ,  implying  that  that  was  where  they 
really  became  involved. 

Some  deny  there  is  any  such  thing  as  an  emergency: 

If  you  get  there  and  the  patient  is  dead, 
there  is  no  emergency.   If  he  isn't,  there 
isn't  an  emergency  either. 
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However,  a  fire  department  spokesman  considers  10%  of  their 
runs  as  true  emergencies  with  the  belief  that  rescue's 
intervention  could  save  a  life. 

Non-emergencies  are  less  stressful  but  potentially  more 
annoying  because  rescue  believes  they  are  called  unneces- 
sarily and  many  of  the  calls  are  for  self-induced  problems. 
Suicide  attempts,  gunshot  wounds,  and  knifings  are  often 
considered  self-induced  and  these  call  forth  a  different 
constellation  of  emotions  than  accidental  emergencies  or 
non-emergencies . 

Glaser  and  Strauss  (1965)  identify  emergency  room  atti- 
tudes toward  self-induced  illness: 

If  the  suicide  arrives  already  dead,  staff 
members  may  display  little  sympathy  for  him. 
If  he  is  alive  they  will  try  to  save  him,  but 
with  traces  of  contempt  and  disgust.   When 
they  fail  to  save  him,  the  absence  of  sadness 
and  dismay  is  conspicuous.   Sometimes  when  a 
suicide  seems  rather  far  gone,  the  staff  may 
sharply  curtail  its  efforts  to  save  him. 
(p.  83) 

Rescue  workers  accept  accidents  because  a  person  is  a 
victim  with  no  control.   Accidents  can  happen  to  anyone, 
forcing  him  into  a  dependent  position  in  need  of  help.   It 
was  for  "victims"  that  rescue  was  created. 

In  contrast,  a  particularly  aggravating  run,  considered 
non-legitimate,  is  one  which  reveals  a  supposed  malingerer 
or  "faker."   Malingering  is  believed  to  be  self-induced  and 
presents  as  a  non-emergency.   The  combination  of  the  two  is 
bad  enough,  but  to  have  the  patient  consciously  trying  to 
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fool  them  can  evoke  anger  and  physically  and  mentally 

aggressive  behavior. 

One  rescue  man  says  he  cannot  tolerate  it  if 
patients  are  malingering  or  if  the  family  is 
just  trying  to  manipulate  him  to  slough  the 
patient  off  on  the  system.   He  hates  feeling 
used, "shrewdness"  in  patients  and  families, 
and  to  be  on  the  scene  with  a  drunk  [self- 
induced,  non-emergency] ,  and  then  hear  another 
unit  come  in  his  area  for  a  cardiac  red. 

The  most  legitimate  runs  are  those  which  are  true 
emergencies  which  are  accidental.   Most  car  wrecks,  burns, 
hemorrhages,  cardiac  and  respiratory  problems  fall  into 
these  categories.   Non-emergencies  which  are  self-induced 
are  the  least  desirable  but  even  some  runs  which  are  non- 
emergencies and  self -induced  may  be  legitimate,  which  means 
the  patient  really  can  benefit  from  rescue  services.   Non- 
legitimate  runs  are  those  in  which  rescue  feels  exploited. 

Rescue  was  called  to  a  sick  person  and  found 
a  23-year-old  male  in  a  rundown  rooming  house. 
Rescue  remembered  getting  his  knife  wound 
stitched  up  a  few  days  ago.   His  friend  said 
he  had  a  cut  finger  and  we  saw  a  minute  scratch 
on  one  finger.   The  rescue  men  were  furious  and 
told  him  never  to  call  again  for  such  a  minor 
problem  and  that  rescue  was  for  emergency  use 
only.   The  patient  was  angry  and  belligerent 
and  shot  a  bird  at  rescue  as  they  were  leaving. 

In  illness  evaluation  the  interface  of  emergency — 

non-emergency,  legitimate--non-legitimate,  and  accidental-- 

self-induced  emerges  as  crucial  in  the  effect  on  disposing. 

Behavior  Evaluating 

A  rescue  man  states  their  philosophy: 

I'm  not  going  to  set  your  house  on  fire  and 
I'll  help  you  put  it  out  if  it  is  on  fire  but 
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don't  throw  rocks  at  me.   We  will  help  you  but 
if  you  kick  me,  I  won't  help  you. 

Like  illness  evaluating,  behavior  evaluating  is  part 
of  the  foundation  for  the  disposing  subprocess  and  as  such 
is  a  basic  part  of  covering.   Behavior  offers  clues  about 
patients'  conditions  so  rescue  workers  visualize  patient 
behavior  as  soon  as  they  arrive  on  the  scene. 

If  the  illness  evaluating  reveals  a  true  emergency,  or 

a  legitimate  run,  rescue  moves  on  to  disposing  and  does  not 

become  involved  with  behavior  and  social  evaluating. 

Rescue  goes  to  a  gunshot  wound  of  the  head  and 
finds  an  unconscious  man  sprawled  in  a  pool  of 
blood  outside  a  bar.   A  huge  noisy  crowd  has 
gathered.   "Take  him  and  run,"  shouts  the  rescue 
captain.   They  do  and  are  en  route  to  the  hospi- 
tal in  minutes. 

If  illness  evaluating  reveals  a  non-legitimate,  non- 
emergency run  which  is  self -induced,  rescue  will  take  time 
to  be  more  alert  to  behavior. 

Rescue  has  unspoken  norms  for  evaluating  which  specify 
how  patients  should  act  with  them  in  response  to  their 
illness.   Compliance,  emotional  control,  and  congruence 
are  valued.   Rescues'  desire  for  compliance  derives  from 
their  belief  that  they  are  helpers  and  offer  a  service  to 
people  who  request  it.   One  man  said,  "I  didn't  stop  by  to 
see  how  you  are  doing.   Somebody  called  for  help."   Com- 
pliance appears  to  be  a  necessary  form  of  repayment  for 
their  "gift."   Mauss  (1954)  writes  about  gift  exchange 
which  entails  three  symmetrical  and  reciprocal  obligations: 
receiving  and  repaying  as  well  as  giving.   Acceptance, 
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courtesy  and  other  compliant  behaviors  are  expected  responses 
to  institutional  giving.   Patients  and  families  are  to  quiet- 
ly follow  rescues'  suggestions  and  are  to  be  appreciative 
of  services  rendered.   They  are  to  make  no  demands  and  to 
not  get  in  the  way  so  runs  are  completed  rapidly.   Rescue 
are  in  control  and  are  authoritative  to  such  people,  occa- 
sionally appearing  as  heroes.   Courtesy  and  a  warm  humor 
are  examples  of  responses  of  rescue  to  such  patients  and 
families . 

Rescue  is  called  to  a  man  "who  won't  wake  up." 
He  smells  like  liquor  and  makes  gutteral 
sounds.   The  elderly  lady  who  called  us  says 
in  a  very  sweet  way,  "I  don't  want  him  to  die 
in  my  house.   Please  take  him  to  his  momma." 
She  is  obviously  frightened  and  wants  him  out 
of  her  house,  telling  us  her  husband  died 
there  recently.   Rescue  jokes  with  her:   "He 
won't  die.   He  be  havin'  a  whiskey  seizure," 
and  tells  her  to  let  him  sleep  it  off.   She 
agrees  and  they  leave  with  laughter  and  good 
feelings . 

Assertion  and  loss  of  control  are  patient  behaviors 

troublesome  to  rescue  which  may  evoke  negative  behavior 

such  as  anger,  stereotyping,  and  other  discounting  behaviors 

which  are  described  further  in  the  chapter  on  disposing. 

Note  the  responses  to  patient  assertion: 

Rescue  goes  to  a  drunk  woman  in  her  forties. 
She  is  on  the  curb  ready  to  climb  into  the 
rescue  unit.   She  says  she  has  pneumonia  because 
she  was  vomiting.   The  rescue  man  says,  "You 
don't  vomit  from  your  lungs."   They  engaged  in 
a  hostile  dialogue  and  he  refused  to  transport 
her  because  she  did  not  need  it. 

Rescue  picks  up  a  64-year-old  man  with  heart 
problems.   In  the  unit  rescue  puts  the  oxygen 
mask  on  and  EKG  leads,  and  starts  an  IV.   En 
route  to  the  hospital  the  man  says  he  wants  the 
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oxygen  mask  off  and  starts  to  remove  it.   The 
rescue  man  is  annoyed  and  says  loudly  and 
sarcastically,  "You  don't  want  the  oxygen? 
Do  you  want  the  IV  and  the  EKG  leads  off  too?" 
And  he  points  to  them.   The  other  man  says, 
"He'll  get  chest  pain  and  then  he'll  want 
the  oxygen."   Both  kept  talking  angrily,  say- 
ing, "He'll  realize  he  needs  it." 

In  the  following  example  loss  of  control  is  the  problem. 

Rescue  goes  to  a  lady  who  has  been  beaten  by 
her  husband.   She  is  shrieking  loudly  and  then 
moaning.   As  they  are  moving  her  into  the  unit 
the  rescue  man  says  loudly,  "Stop  screaming 
and  help  us."   Finally  she  calms  down  and  the 
other  rescue  man  says  she  should  get  an 
academy  award.   Later  on  in  the  emergency  room, 
he  tells  the  nurse  the  patient  deserved  an 
academy  award  and  even  later  he  tells  an 
admissions  clerk  that  she  probably  deserved 
her  beating. 

Stereotyping  is  a  response  which  rescue  use  to  help  explain 
patients'  loss  of  control  and  which  aids  in  making  be- 
havioral and  social  evaluations.   Blacks  and  Arabs  are 
believed  to  be  inherently  emotional  and  overreactive  to 
minor  problems.   Insane  people  (27's)  are  not  taken  serious- 
ly so  suffer  from  a  credibility  gap. 

A  woman  wanders  into  the  fire  station  com- 
plaining of  chest  pain  and  weakness,  saying 
she  just  got  out  of  the  hospital.   Her  vital 
signs  are  okay  and  she  volunteers  she  is  on 
mellaril.   The  rescue  man  is  unaware  of  this 
drug.   I  say  it  is  a  tranquilizer  and  may  be 
responsible  for  her  dizziness  which  she  also 
complains  of.   He  says,  "Of  course  her  problem 
is  she's  dizzy.   If  she  was  on  the  fourth 
floor  (psychiatry)  and  is  on  mellaril  she  is 
dizzy."   He  says  this  in  front  of  her  and  tells 
her  she  has  heartburn.   She  leaves,  looking 
angry. 

While  studying  dying  patients  in  a  variety  of  hospitals, 

Glaser  and  Strauss  found  stereotyping  to  be  prevalent. 
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Nurses  considered  Italians  and  Greeks  as  overly  expressive 
and  feared  they  would  create  scenes.   The  Scots  and  English 
were  stoics  who  appeared  composed  even  if  they  were  breaking 
down  inside.   The  Anglo-Saxon  controlled  attitude  was  con- 
sidered desirable  for  Americans  (Glaser  and  Strauss,  1968, 
p.  205). 

Paul  Lawrence  Dunbar  (1872-1906) ,  a  black  poet,  writes 
about  emotional  control  in  his  poem  We  Wear  the  Mask.  Note 
the  third  stanza: 

We  smile,  but,  Oh  Great  Christ,  our  cries 
To  thee  from  tortured  souls  arise. 
We  sing,  but  oh  the  clay  is  vile 
Beneath  our  feet,  and  long  the  mile; 
But  let  the  world  dream  otherwise 
We  wear  the  mask. 

Rescue  would  prefer  their  patients  to  demonstrate  such 

control . 

Many  family  members  were  crying  over  a  rela- 
tive's death.   P  said  to  me,  "These  damn 
people  sound  like  Jews  at  the  wall." 

Klapp  (1962)  believes  "stereotypes  hold  people  at  a  distance 
and  portray  outside  groups  in  an  inaccurate  way"  (p.  16) . 
However,  for  rescue,  believing  in  stereotypes  helps  them 
evaluate  and  predict  behavior  and  its  relationship  to  ill- 
ness, and  in  ultimately  making  decisions  about  disposing. 
Their  stereotypes  are  clues  to  them  and  a  type  of  certainty 
in  uncertain  situations. 

Congruence  is  also  valued  by  rescue  and  refers  to  the 
patient's  behavior  in  relation  to  his  illness.   The  behavior 
should  be  appropriate  to  the  illness.   For  example,  if  a 
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patient  has  a  small  laceration,  there  is  no  need  for  any 
emotional  display  because  it  can  be  taken  care  of  with 
minimal  difficulties.   If  a  person  is  the  victim  of  exten- 
sive trauma,  as  in  a  car  wreck,  moaning  or  crying  is 
acceptable. 

In  the  emergency  room  we  see  a  man  who  is 
being  swathed  in  bandages  because  he  was 
severely  burned.   His  whole  body  is  shaking 
and  he  is  whimpering  softly.   J  said  to  me 
in  a  sympathetic  tone:   "Now  there  is  a  man 
who  deserves  to  cry.   He  is  really  hurting." 

Goffman  (1959)  writes  of  two  different  kinds  of  sign 
activity:   the  expression  a  person  gives  (verbal)  and  the 
expression  he  gives  off  (nonverbal) .   Both  types  of  expres- 
sion can  consciously  convey  misinformation  as  in  deceit  or 
feigning.   If  a  patient's  behavior  is  not  congruent  with 
how  rescue  believes  it  should  be  because  of  his  illness, 
rescue  suspects  deceit  or  feigning  and  thus  intent  to 
manipulate  which  are  viewed  quite  negatively,  as  shown  in 
the  section  on  illness  evaluation  which  described  malinger- 
ing. 

Behavior  is  visible  and  confronts  rescue  on  each  run. 
They  respond  to  behavior  at  differing  levels  of  awareness 
depending  on  each  situation  and  on  personal  cutting  points. 
True  emergencies  usurp  so  much  time  and  energy,  behavior  is 
often  ignored  unless  it  interferes  in  some  way.   On  more 
routine  runs  assertive  patients,  the  "crazies"  and  those 
who  demonstrate  loss  of  control  or  incongruent  behavior 
offer  rescue  opportunities  for  behavior  evaluating  which 
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are  revealed  in  on  the  scene  comments  or  later  after  the 
run  has  been  completed.   Such  comments  offer  clues  to 
rescues1  norms  and  values  and  their  role  in  the  decision 
making  process. 

Social  Evaluating 

Little  Black  Boy 

Chased  down  the  street-- 

"Nigger,  nigger,  never  die 

Black  face  and  shiny  eye, 

Nigger  .  .  .  nigger  .  .  .  nigger." 

Frank  Home 
Because  rescue  is  aware  of  the  general  social  class  of 
their  territory  and  because  social  class  is  usually  obvious 
from  type  of  dwelling,  clothes,  and  behavior,  social  class 
awareness  is  automatic.   With  visualizing  rescue  immedi- 
ately assesses  the  patient's  social  class.   Social  evalu- 
ating implies  an  evaluation  of  the  social  characteristics 
of  the  patient  and  context  as  demonstrated  by  rescue's 
comments  or  behavior.   Social  evaluation  is  mentioned  only 
if  illness  and  behavior  evaluation  reveal  a  "negative" 
situation.   In  the  following  example,  illness  precludes 
social  evaluation: 

An  old  black  man  is  lying  on  the  floor  in  only 
a  black,  filthy  undershirt.   The  very  small 
apartment  has  one  dirty  bed,  a  few  broken  tables, 
rags  all  over,  roaches,  dried  food  on  an  old 
hot  plate,  and  a  few  pairs  of  dirty  pants.   The 
toilet  and  tub  are  black  with  grime.   Everything 
is  broken  and  totally  filthy.   One  light  hangs 
by  a  string.   Rescue  diagnosed  a  possible  CVA 
[cardiovascular  accident]  after  a  thorough 
examination  with  lots  of  interacting.   They  very 
carefully  got  him  on  a  stretcher  and  took  him  to 
the  hospital. 
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Social  evaluation  may  occur  if  illness  is  minor: 

A  67-year-old  man  is  lying  on  a  glider  on  a 
porch,  having  just  had  an  epileptic  fit.   He 
was  totally  filthy,  smelled  terrible,  appeared 
to  have  a  high  fever  and  was  still  confused. 
While  starting  an  IV  the  rescue  man  commented, 
"This  man  has  aquaphobia  and  fingernail  file 
phobia,"  and  he  jokingly  asks  me  why  this  man 
doesn't  wash  and  how  long  I  think  it  has  been 
since  he  had.   The  other  rescue  man  who  is 
driving  to  the  hospital  smilingly  asks  the 
lieutenant  the  absurd  question,  "Do  we  go  to 
Hospital  X  [a  private  hospital]?"   The 
lieutenant  answers,  "Yes,  Dr.  Y  [a  very 
prominent  doctor  who  only  sees  the  rich]  is 
his  doctor." 

If  illness  valuing  is  negative  but  the  patient  is  calm 
and  compliant,  social  valuing  probably  will  not  occur.   (See 
first  example  on  page  96.) 

Indices  for  social  valuing  include  race ,  socioeconomic 
status,  and  context.   A  middle  class  white  person  acutely 
ill  at  home  will  be  valued  more  positively  than  a  black, 
lower  class  person  found  in  a  bar.   Rescue  mirrors  society's 
values  and  in  this  Southern  society,  especially  those  racial 
values  of  the  rural  South.   Most  of  the  men  grew  up  in  the 
South  and  have  been  indoctrinated  with  anti-black  values 
and  this  is  obvious  in  their  behavior. 

Race  more  than  socioeconomic  status  or  context  is 
significant  as  a  value.   Much  of  rescues'  humor  has  racial 
connotations  and  black  men  in  rescue  or  combat  are  often 
called  "nigger"  and  alluded  to  by  their  hair  texture, 
speech,  or  shape  of  their  feet.   The  use  of  black  patients' 
mispronunciation  of  medical  terms  is  a  source  of  much  in- 
group  joking,  imitative  behavior,  and  put-down  humor  on  the 
scene. 


-102- 


"Oh,  he  be  havin '  an  athletic  [epileptic]  fit!" 
one  rescue  man  says  to  another. 

"Let  them  paranotics  [paramedics]  do  their 
job,"  imitates  one  rescue  man. 

Black  government  housing  is  called  "condos  for  Afros"; 
apartments  are  entitled  "Nairobi  Arms."   One  rescue  man 
gives  an  example  of  what  he  takes  to  be  "black  stupidity" 
by  telling  this  story:   A  woman  delivered  a  baby  in  her 
panties,  and  the  baby  almost  suffocated  because  the  four 
adults  who  were  standing  around  did  nothing.   Another  man 
said  laughingly,  "Oh  well,  they  did  the  best  they  could." 
"Niggers  are  just  like  animals  ...  we  need  not  to  get 
them  confused  with  people,"  one  man  said. 

Lower  socioeconomic  status,  especially  when  squalor  is 

involved,  causes  social  evaluation.   Dirty  and  very  poor 

homes  are  fair  game  for  audible  criticism  during  a  run. 

In  one  home,  F  disparagingly  pointed  out  that 
the  drapes  were  made  of  sheets.   In  another, 
the  huge  holes  in  the  couch  and  broken  furni- 
ture were  ridiculed. 

During  an  interview  one  man  said  he  hated 
working  in  "colored  town"  because  there  are 
so  many  runs  and  the  heart  of  "nigger  town" 
is  very  dirty. 

Context  is  significant  in  social  evaluation.   Bars — 

gay  or  straight — halfway  houses,  whore  houses,  and  alcohol 

rehab  centers  have  much  lower  status  than  restaurants  or 

private  homes. 

Rescue  was  called  into  a  seedy  bar  and  asked 
why  they  were  called.   The  bartender  said 
there  is  a  lady  sick  in  the  back  and  the  rescue 
man  shouted,  "there  ain't  no  goddam  ladies  in 
here. " 
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Runs  to  the  detox  center  and  halfway  houses  are  always 
greeted  with  sarcasm  and  cynical  criticism. 

Stereotyping  appears  to  be  especially  relevant  in 
social  evaluation.   Rescue  essentially  lumps  blacks,  those 
in  the  lower  class,  and  people  at  bars  or  city  service 
facilities  as  the  type  of  people  who  misuse  rescue  and  who 
are  more  likely  to  have  a  self-induced  illness.   If  a  run 
does  not  reveal  a  true  emergency  or  legitimate  run,  rescue 
inevitably  calls  upon  their  stereotypes  for  social  evalua- 
tion which  enables  them  to  make  a  treatment  decision.   If 
a  person  does  not  have  a  true  emergency,  and  does  not 
really  need  rescue,  then  he  is  wasting  their  time  and  keep- 
ing them  away  from  any  potential  real  emergencies.   Inevi- 
tably, such  a  person  has  a  low  social  evaluation.   There- 
fore, he  does  not  deserve  treatment.   There  are  logical  and 
socially  acceptable  reasons  to  deny  treatment,  to  dispose 
of  the  patient  and  get  back  in  circulation.   Because  the 
lower  class,  blacks,  mentally  ill,  and  other  "dregs  of 
society"  call  rescue  for  more  irrelevant  problems,  they 
are  seen  as  having  less  worth  and  less  credibility.   They 
also  have  less  awareness  of  illness,  and  of  channels  for 
reporting  problems,  so  they  often  are  recipients  of  a 
negative  social  evaluation  which  can  affect  their  dis- 
position. 

Several  rescue  men  were  talking  and  stated 
that  if  a  black  or  27  [insane  person]  com- 
plained, no  one  would  believe  them  anyway  so 
it  didn't  matter  what  rescue  did  with  them. 
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Several  other  studies  reveal  a  social  valuing  process 
which  is  relevant  to  the  present  issues.   Glaser  and  Strauss 
(1967)  observed  the  neglect  of  lower  class  blacks  and  the 
special  care  of  VIPs  on  emergency  wards.   They  predicted 
that  people  who  have  high  social  loss  will  receive  better 
care  than  those  with  low  social  loss.   A  person  with  high 
social  value  will  receive  kinder  care  and  faster  care  than 
one  with  low  social  value. 

Sudnow  (1973)  in  "Dead  on  Arrival"  found  a  strong 

relationship  between  age,  social  background,  the  perceived 

moral  character  of  patients,  and  the  amount  of  effort  made 

in  revival  attempts  when  clinical  death  signs  were  detected 

(p.  197) .   Observing  ambulance  attendants  Sudnow  (1973) 

noticed: 

When  it  is  a  younger  person  that  the  driver  is 
delivering,  his  general  manner  is  more  frantic. 
The  speed  with  which  he  wheels  his  stretcher 
in  and  the  degree  of  excitement  in  his  voice 
as  he  describes  his  charge  to  the  desk  clerk 
are  generally  more  heightened  than  with  the 
typical  elderly  DOA  [dead  on  arrival] .   One 
can  observe  a  direct  relationship  between  the 
loudness  and  length  of  the  siren  alarm  and  the 
considered  "social  value"  of  the  person  being 
transported.   (p.  198) 

As  a  warning  to  future  patients,  Nanry  and  Nanry  state: 
"If  one  anticipates  having  a  critical  heart  attack,  he  had 
best  keep  himself  well-dressed  and  his  breath  clean  if  there 
is  a  likelihood  he  will  be  brought  into  county  [hospital] 
as  a  'possible'  DOA"  (1973,  p.  102). 

Social  evaluation  is  universal  in  health  care  systems, 
although  the  values  may  vary  slightly  because  of  the 
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specific  nature  of  the  occupation,  the  clients,  the  culture, 
the  setting,  and  the  perceived  problems. 

In  this  chapter  categorizing  is  revealed  as  an  uncon- 
scious process  which  effectively  and  efficiently  processes 
patients . 

By  categorizing  rescue  unconsciously  predicts  the  con- 
sequences of  their  encounter  with  the  patient.   For  example, 
if  they  capriciously  transport  a  non-emergency,  they  are 
open  to  criticism  from  their  administration  and  from  the 
hospital  emergency  room  staff.   Their  assessment  abilities 
are  questioned.   Patients  who  are  non-compliant  and  emo- 
tional indicate  to  observers  that  all  is  not  going  smoothly. 
And,  if  rescue  is  nice  to  people  who  are  not  really  ill, 
they  will  continue  to  be  abused  and  exploited.   Categorizing 
organizes  an  array  of  data  and  stimuli  so  rescue  can  make 
their  final  decision  regarding  patient  disposition  in  such 
a  way  as  to  avoid  negative  consequences  for  themselves  and 
those  involved.   Consequently,  categorizing  is  a  vital 
subprocess  of  covering  and  is  a  prerequisite  for  disposing. 


CHAPTER  VII 
DISPOSING 

Disposing  is  a  result  of  casing  out  and  categorizing, 

and  refers  to  rescues'  final  time  with  the  patient,  after 

which  they  return  to  their  base  to  await  another  run.   A 

behavioral  and  interactional  process,  disposing  includes 

the  technical  and  non-technical  behavior  of  rescue  during 

execution  of  diagnosis,  treatment,  and  disposition,  and 

their  interactional  or  social-psychological  approach  to  the 

patient  during  this  time.   The  three  options  of  disposing 

include  routinizing,  pref erentializing,  and  discounting. 

Behavior  and  interaction  are  considered  separately.   For 

example,  a  patient  may  (1)  experience  both  pref erentializing 

behavior  and  pref erentializing  interaction  or  (2)  be  treated 

in  a  routine  fashion  but  the  interaction  may  reveal  rescue's 

use  of  discounting  strategies. 

Rescue  is  en  route  to  the  hospital  with  a 
patient  who  has  a  nose  bleed  that  had  been 
going  on  for  five  hours.   A  family  member 
said,  "If  it  was  your  mother  you  would  go 
faster,"  and  kept  telling  rescue  what  to  do. 
The  rescue  man  said,  after  doing  what  was 
necessary  for  the  nose  bleed,  "You  can  get 
your  ass  out  and  walk,  I  don't  have  to  listen 
to  you. " 

Routinizing  can  be  imagined  as  a  mind  set  which  emits 

regular  bleeps  in  the  brain;  pref erentializing  sets  up 
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positively  supercharged  bleeps  and  discounting  emits  nega- 
tively supercharged  bleeps. 

All  three  options  culminate  with  rescue  taking  leave 
of  the  patient.   He  is  either  transported  to  a  hospital, 
transferred  to  the  police  or  another  agency,  or  left  where 
he  is  because  he  is  not  believed  to  be  in  need  of  anything 
rescue  has  to  offer.   With  any  one  of  these  end  points, 
diagnostic  or  treatment  procedures  are  performed,  based 
on  the  man-in-charge' s  directives.   Each  decision  is  made 
with  the  underlying,  but  unspoken,  rationale  that  it  is 
necessary  for  covering.   A  "good"  and  effective  disposing 
elicits  no  negative  consequences  from  any  of  the  multiple 
audiences.   The  patient  is  adequately  cased  out,  categorized, 
and  disposed,  and  after  the  necessary  forms  are  filled  out, 
the  run  is  over  forever. 

Biographical  cutting  points  of  rescue  men  enter  into 

the  decision  about  the  options. 

Rescue  is  called  to  an  old  man  with  a  probable 
broken  ankle  at  a  fire  station.   The  firemen 
had  taken  him  in  when  he  fell  off  a  curb  and 
was  totally  unable  to  walk.   Rescue  refused 
to  transport,  insisting  it  was  not  an  emergency 
and  telling  him  to  take  a  cab  to  the  hospital. 
The  patient  had  no  money  so  first  had  to  en- 
list aid  to  call  his  landlady  to  pay  the  cab 
to  come  get  him  to  take  him  to  the  hospital. 

In  a  similar  situation  other  rescue  men  would  have 
transported,  not  because  it  was  an  emergency,  but  to  pre- 
vent extraordinary  hassles  and  pain.   Different  rescue  men 
feel  quite  differently  about  the  extent  of  their  responsi- 
bility.  Whether  this  man  received  routinzing  or  discounting 
care  is  open  to  interpretation,  as  is  every  run. 


-108- 


Because  disposing  has  a  legitimate  idiosyncratic  ele- 
ment and  is  a  visible  aspect  of  rescue  work,  the  men,  at 
this  stage,  are  especially  open  to  criticism  from  different 
audiences.   Some  men  believe  most  patients  should  be 
transported;  others  believe  transporting  is  only  used  in 
emergencies.   Patients'  families  and  the  public  often 
expect  rescue  to  transport  because  that  gives  rescue  the 
responsibility  and  demonstrates  "care."   Leaving  a  patient 
can  be  construed  as  rejection,  and  transferring  a  patient 
to  police  or  another  agency  may  appear  to  be  a  medical 
dismissal.   Consequently,  covering  is  especially  important 
during  disposing. 

The  context  of  the  run  is  equally  significant  in  the 
decision  making  process,  and  is  obvious  in  some  of  the 
examples  which  follow.   The  men  are  aware  of  their  visi- 
bility and  of  the  need  to  answer  to  their  audiences,  so 
they  contour  their  behavior  and  interaction  to  the  context. 
They  are  always  thinking  about  possible  consequences. 

The  disposition  of  patients  is  a  significant  problem 
for  many  areas  of  our  health  care  system.   Emergency  rooms 
are  forced  to  "get  rid  of"  patients  fast  so  they  have  room 
for  the  true  emergencies  that  inevitably  arrive  during  a 
busy  time.   Wilson  and  Mosher  (1976)  found  that  the  usual 
hospital  treatment  for  schizophrenics  is  "dispatching." 
The  patients  are  essentially  sorted,  stamped,  and  dis- 
patched.  Inevitably,  reasons  for  the  type  of  disposition 
often  have  more  to  do  with  the  staff  than  with  the  patient. 
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Rescue  is  faced  with  the  similar  problem  of  disposing  of 
the  patient.   The  remainder  of  this  chapter  will  deal  with 
their  three  options — routinizing,  pref erentializing,  and 
discounting. 

Routinizing 

Routinizing  is  based  on  an  idiosyncratic  standard 

operating  procedure.   The  men  handle  each  run  in  a  routine 

way  for  the  presenting  illness.   A  head  injury  has  its  own 

routine  as  does  diabetic  coma.   However,  the  routines  are 

somewhat  idiosyncratic  because  the  "routine"  methods  are 

gleaned  more  from  socialization  and  experiential  process 

than  from  a  formalized  text  or  procedure  manual.   Routines 

reflect  the  controversial  nature  of  medicine  which  exists 

regarding  the  treatment  of  certain  illnesses. 

In  a  simulation  conducted  by  a  social  psycholo- 
gist nine  rescue  teams  were  to  treat  a  man 
with  a  fractured  femur.   There  was  much  con- 
troversy from  a  panel  of  experts  who  were 
physicians  about  whether  to  splint  and  how  to 
splint.   And,  the  nine  rescue  teams  came  up 
with  about  six  different  methods  of  treatment. 

Routinizing  refers  to  the  mental  picture  the  workers 

have  of  what  they  should  do  to  treat  the  injury  to  "cover." 

This  image  is  a  compilation  of  information  from  their 

manual,  from  physicians  they  have  worked  with  in  emergency 

rooms,  from  experience,  and  from  their  variety  of  rescue 

partners.   Routinizing  does  not  refer  to  runs  being  routine 

but  to  a  mental  stance  toward  the  run  which  results  in  a 
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particular  physical  disposition.   For  example,  the  rescue 
worker  thinks,  "Given  these  circumstances,  what  should  I 
do?"   And  then  he  does  it.   Routinizing  is  doing  that  which 
is  believed  necessary  and  no   more  and  no  less. 

Routinizing  also  refers  to  rescue's  mental  attitude 
toward  the  patient,  based  on  casing  out  and  categorizing, 
which  is  revealed  in  behavior  and  interaction.   This  is  the 
social-psychological  aspect  of  care.   Routine  care  is  safe, 
courteous  care  offered  with  good  intentions  by  rescue. 

Certain  strategies  of  routinizing  help  cover.   Checking 

on  one's  disposition  offers  information  about  one's  success 

in  covering  in  an  uncertain  situation  and  helps  in  future 

decisions . 

In  a  coffee  shop  we  find  a  very  thin  38-year- 
old  male  who  fell  off  the  counter  stool.   He 
was  pale,  dizzy,  diaphoretic,  yet  his  vital 
signs  were  within  normal  limits.   Bystanders 
said  he  had  not  eaten  for  a  few  days,  got 
dizzy,  fell  off  the  stool  and  really  whacked 
his  head.   Rescue  suggested  someone  call  a 
cab  to  take  him  to  the  hospital.   Uncertain 
as  to  what  the  problem  was  the  rescue  man 
checked  the  hospital  later  that  night  and 
found  that  the  patient  had  been  discharged 
which  indicated  his  disposition  was  fine  so 
nothing  serious  was  wrong. 

Instructing  is  a  strategy  of  routinizing  which  helps 

cover: 

A  25-year-old  male  is  unconscious  on  his  bed. 
Pupils  are  pinpoint.   Vomit  is  in  the  toilet. 
Pulse  is  rapid.   A  half-empty  bottle  of 
vistaril  is  on  the  table  and  he  had  told  his 
wife  he  planned  to  commit  suicide.   He  is  very 
hard  to  arouse  even  with  hard  knuckles  on  the 
chest  and  ammonia.   Patient  says  he  poured  pills 
down  the  toilet  which  neither  the  cops  nor 
rescue  believes.   The  patient  did  not  want  to 
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go  with  us  so  rescue  told  the  brother  not  to 
let  the  patient  go  to  sleep  because  he  could 
strangle  and  to  get  him  to  a  doctor  if  he 
could. 

Instruction  is  also  a  way  of  setting  limits  with  patients 
by  educating  them  about  rescue  services.   This  aids  in  pre- 
vention of  altercations  between  rescue  and  patients. 

We  return  for  the  second  time  to  a  lady  with 
vague  complaints.   The  rescue  man  told  her 
three  things  to  do,  and  said  firmly,  "You  do 
these  so  we  don't  get  another  call  from 
Thompson  Street." 

Learning  from  experience  aids  routinizing: 

After  examining  a  woman  with  acute  abdominal 
pain  a  rescue  man  told  her  family  to  take  her 
to  the  hospital.   She  had  an  ectopic  pregnancy 
which  ruptured  en  route  and  had  emergency 
surgery.   The  physician  called  rescue  and 
questioned  his  decision  not  to  transport  and 
explained  why  he  should  have.   The  rescue  man 
said  he  really  learned  from  the  experience  and 
was  glad  the  physician  called. 

Routinizing  refers  to  baseline  attitudes  and  care 
necessary  for  covering.   It  appears  in  the  middle  of  a  con- 
tinuum.  On  the  right  end  lies  pref erentializing  and  on  the 
left,  discounting.   Understanding  all  three  aids  in  under- 
standing each  one  separately. 


Pref erentializing 

Preferentializing  refers  to  a  process  which  culminates 
in  mental  or  physical  care  beyond  that  which  is  offered  in 
routinizing  and  which  is  believed  necessary  for  adequate 
covering.   Certain  conditions  such  as  the  status  of  the 
patient  and  the  context  demand  preferentializing. 
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Although  the  public  and  medical  personnel  often  labor 
under  the  delusion  that  medical  care  is  given  with  equal 
good  will  to  all  sick  and  injured,  in  fact  this  is  not  so. 
Pref erentializing  is  a  common  process  in  health  delivery 
(Henry,  1973;  Roth,  1972;  Fox,  1974;  Glaser  and  Strauss, 
1965,  1967,  1968).   In  The  Courage  to  Fail  (1974),  Fox 
found  that  American  type  values  were  crucial  in  the  selec- 
tion process  for  patients  for  renal  dialysis.   "The  pre- 
ferred candidate  was  a  person  who  had  demonstrated  achieve- 
ment through  hard  work  and  success  at  his  job,  who  went  to 
church,  joined  groups,  and  was  actively  involved  in  com- 
munity affairs"  (p.  246) .   Social  deviance,  a  problematic 
family  life,  or  scandals  were  contraindications  for  being 
chosen. 

Henry  (1973) ,  in  "Space  and  Power  on  a  Psychiatric 
Unit,"  found  that  hospital  employees  reinforced  the  patient- 
created  culture  which  valued  the  more  youthful,  active 
patients  and  excluded  the  older,  more  depressed  patients 
who  really  needed  to  be  integrated  into  the  system.   Pre- 
ferential treatment  and  social  valuing  in  the  emergency 
room  is  described  earlier  in  the  section  on  categorizing. 
And  Eddy  (1964)  ,  in  "Rites  of  Passage  in  a  Total  Institu- 
tion," discusses  a  "rehabilitation"  hospital  which,  in 
fact,  only  strives  to  rehabilitate  the  physically  and 
mentally  elite  of  the  patients,  shunting  the  others  off 
to  an  isolated,  dependent  existence  in  remote  wards. 
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In  rescue,  pref erentializing  refers  to  "special"  care 

and  "special"  cases  like  the  transporting  of  a  fire  chief's 

wife  to  the  hospital  even  though  she  really  is  not  ill 

enough  to  need  it. 

A  60-year-old  woman  is  writhing  in  pain  in  a 
ghetto  apartment.   A  well-dressed  male  who 
identifies  himself  as  her  nephew  gives  us  an 
excellent  medical  history,  stating  she  is  a 
chronic  alcoholic  and  is  suffering  from  pan- 
creatitis.  Two  well-dressed  relatives  are  in 
the  room.   Rescue  transports  her  immediately 
and  later  tells  me  it  was  because  her  nephew 
was  a  physician  at  the  hospital.   They  noticed 
a  stethoscope  on  the  night  stand  [visualizing] 
and  recognized  a  medical  history  [interacting] 
and  mentioned  that  the  relatives  were  well 
dressed.   Had  there  been  different  circum- 
stances they  would  not  have  transported  her. 

Pref erentializing,  as  a  method  of  disposing,  prevents 
criticism  from  people  who  have  legitimacy  or  credibility  in 
our  society.   Had  a  hassle  ensued  over  to  transport  or  not 
to  transport , the  fire  chief's  wife  and  the  physician  could 
be  predicted  to  question  rescue's  decision,  and  they  would  be 
"heard"  as  valued  members  of  society.   Rather  than  risking 
a  potential  problem,  rescue,  with  full  awareness,  gives 
preferential  treatment  and  transports. 

Occasionally  the  context  is  of  special  significance: 

A  57-year-old  male  is  on  the  floor  of  a  popular 
restaurant,  in  the  center  of  a  huge  crowd.   He 
is  grey  and  clammy  with  a  low  blood  pressure 
and  slow  pulse.   His  wife  is  very  nervous, 
appearing  to  be  bordering  on  hysteria.   Al- 
though the  man  is  not  believed  ill  enough  to 
be  transported  rescue  decides  to  transport 
because  the  wife  is  so  upset,  and  would  be 
unsafe  to  drive,  and  because  we  are  in  a 
crowded,  public  place  and  it  would  not  look 
good  to  leave  him. 
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At  a  cardiac  red,  two  units  worked  for  an  hour 
attempting  to  revive  a  6  5-year-old  female 
with  an  essentially  flat  EKG.   Her  family  was 
very  upset  and  was  in  and  out  of  the  room. 
Rescue  did  CPR,  intubated  her,  got  a  variety 
of  medication  orders  over  the  radio  and  started 
IVs.   I  asked  why  they  prolonged  the  effort 
when  all  diagnostic  procedures  indicated  she 
was  dead.   They  said  it  was  for  the  family's 
sake  because  it  would  be  upsetting  for  the 
family  to  see  them  quit  in  a  short  time. 
This  way  the  family  would  feel  they  did 
everything. 

The  above  vignettes  are  examples  of  external  conditions 

necessitating  pref erentializing.   Internal  conditions  of  a 

more  idiosyncratic  nature  also  motivate  pref erentializing. 

A  young  scantily  clad  female  presumably  over- 
dosed at  a  rock  concert.   Rescue  said  they 
knew  she  was  faking  and  proved  this  by  demon- 
strating eye  flutterings  and  reflexes  to  me. 
When  she  awoke  in  the  emergency  room,  the 
rescue  men  flirted  with  her,  commented  on  her 
shoes,  how  cute  she  was  and  spent  an  inordinate 
amount  of  time  "shooting  the  bull"  in  a  social 
way. 

Here,  a  social  valuing  of  youth  and  beauty  offset  the  usually 

negative,  illness  valuing  of  a  self-induced,  non-legitimate, 

non-emergency  run.   Children  and  young  women  elicit  pre- 

f erentializing  more  than  other  groups. 

Desire  for  excitement  and  challenge  is  another  internal 

condition  which  results  in  pref erentializing. 

A  few  rescue  men  revered  for  their  expertise 
and  guts  have  performed  complicated  medical 
procedures  on  patients  which  they  were  un- 
qualified to  do  and  which  were  unsanctioned 
by  all  authorities.   These  procedures  include 
a  tracheotomy,  an  episiotomy,  and  intra- 
cardiac puncture.   They  defended  their  risk- 
taking  by  saying  such  procedures  were 
necessary  to  maintain  the  patients'  lives. 
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To  cover  during  disposing,  rescue  has  to  at  least 
routinize  their  care  which  means  to  offer  basic  care  to  any 
patient  suffering  from  a  minor  ailment  to  a  severe  trauma. 
Pref erentializing  includes  such  basic  medical  care  plus 
behavior  or  interaction  done  for  non-medical  reasons.   Both 
are  an  expression  of  values. 

Discounting 


Man  was  matter  .  .  .  Drop  him  out  a  window 
and  he'll  fall.   Set  fire  to  him  and 
he'll  burn.   Bury  him  and  he'll  rot, 
like  other  kinds  of  garbage.   The 
spirit  gone,  man  is  garbage. 


Joseph  Heller,  Catch  22 , 
p.  217 


Discounting,  a  third  option  for  disposing  can  be 
manifested  behaviorally  but  usually  is  recognized  in  inter- 
action.  Like  preferentializing  it  is  done  for  non-medical 
reasons  and  is  expressive  of  values.   Discounting  refers  to 
the  use  of  mental  or  physical  strategies  to  depersonalize 
or  humiliate  a  patient.   I  use  the  word  depersonalize  not 
in  the  psychiatric  sense  of  "feelings  of  unreality,"  but 
in  Henry's  (1973)  sense  as  "all  that  detaches  a  person  from 
the  social  system  can  be  called  depersonalizing"  (p.  18) . 
For  the  patient,  some  aspect  of  his  treatment  is  less  than 
humane . 

Henry  (1973)  examines  the  depersonalization  process  in 
hospitals  for  the  aged  poor.   He  identifies  methods  of 
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depersonalization:   depersonalization  through  symbolic 
means;  through  material  means;  through  attack  on  the  shame 
and  disgust  functions;  through  routinization  and  deprivation 
of  individuality;  through  inconstancy  and  the  human  environ- 
ment; by  deprivation  of  protection;  and  through  staff 
centeredness . 

In  Awareness  of   Dying  (1967)  ,  Glaser  and  Strauss  dis- 
cuss how  interactional  problems  for  the  staff  are  created 
if  patients  do  not  die  properly.   One  method  of  staff 
response  is  to  use  negatively  toned  tactics--commands , 
reprimands,  and  threats  (p.  91). 

Roth  (1972) ,  in  his  study  on  emergency  rooms,  comments 

on  staff  behavior  toward  patients  labeled  as  drunks. 

They  are  more  consistently  treated  as  un- 
deserving than  any  other  category  of  patient. 
They  are  frequently  handled  as  if  they  were 
baggage  when  they  are  brought  in  by  the  police; 
those  with  lacerations  are  often  roughly 
treated  by  physicians;  they  are  usually 
treated  only  for  drunkenness  and  obvious  sur- 
gical repair  without  being  examined  for  other 
pathology;  no  one  believes  their  stories; 
their  statements  are  ridiculed;  they  are 
treated  in  an  abusive  or  jocular  manner;  they 
are  ignored  for  long  periods  of  time;  in  one 
hospital  they  are  placed  in  a  room  separate 
from  most  other  patients.   Emergency  ward  per- 
sonnel  frequently  comment  on  how  they  hate 
to  take  care  of  drunks.   (p.  843) 

Unpleasant  as  it  is,  discounting  behaviors  initiated  by 

staff  toward  patients  are  commonplace  in  our  health  care 

delivery  system. 

Discounting  is  an  attempt  to  control  the  clientele  and 

their  supposed  abuse  of  the  particular  service.   An 
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omnipresent  complaint  among  rescue  is  their  exploitation  by 
the  public.   Because  they  are  a  city  service  they  must  go 
when  called  by  control  and  they  must  see  the  patient.   They, 
like  the  emergency  room  staff  of  a  city  hospital  (Roth, 
1972)  are  legally  bound  to  deal  with  obnoxious,  repulsive, 
and  inappropriate  patients.   Consequently,  tactics  of  con- 
trol emerge. 

For  rescue  such  tactics  include  sarcastic  and  bizarre 
humor;  yelling  at  or  calling  a  patient  by  the  wrong  name; 
allowing  equipment  to  bump  the  patient  unnecessarily; 
roughness  of  handling;  and  commenting  negatively  about  the 
patient  or  family  within  their  hearing  distance  to  police, 
partners,  or  hospital  personnel. 

The  following  three  examples  of  discounting  are  in 
response  to  negative  illness  evaluation,  behavioral  evalua- 
tion, and  social  evaluation.   Strategies  of  sarcastic  humor 
and  negative  comments  are  evident. 
Negative  Illness  Evaluation 

Rescue  is  called  to  a  21-year-old  female  who 
is  standing  on  her  porch  motioning  to  them. 
She  has  on  a  rent-a-cop  uniform  with  lots  of 
badges  and  braids  and  says  she  has  a  pain. 
The  rescue  man  asks  if  the  pain  stops  when  it 
goes  away.   One  said  maybe  her  nerves  are  too 
close  together.   She  says  she  was  on  her 
detection  rounds  when  the  pain  started.   He 
asked  if  her  rounds  were  square.   She  said  she 
didn't  understand.   Rescue  asked  if  she  called 
her  doctor.   Just  then  her  phone  rang  and  he 
said  it  must  be  her  doctor  calling  her.   He 
whispers  to  me  that  she  probably  has  VD. 
Later  one  man  said  she  probably  stabbed  her- 
self with  her  badge. 
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Negative  Behavioral  Evaluation 

Rescue  go    to  a  36-year-old  black  male  who  was 
hit  by  a  truck  and  is  lying  on  the  side  of  the 
road.   Combat  thinks  he  is  paralyzed  and  he 
says  he  cannot  move  his  legs.   Within  minutes 
rescue  decide   he  is  faking.   They  stick  his 
feet  with  a  needle  and  he  does  not  move  but 
a  rescue  man  says  he  is  controlling  his  foot 
reflex.   In  the  rig  rescue  say   his  legs  move, 
but  they  looked  paralyzed  to  me.   Rescue  ask 
if  he  fell  off  the  truck,  having  already 
established  he  was  walking  on  the  road.   The 
patient  gets  irritated.   One  man  asked  if  his 
whole  life  flashed  before  his  eyes.   The  other 
said,  sarcastically,  "No,  that  only  happens 
when  you  are  close  to  death."   Later  the 
driver  commented  on  how  bad  the  girlfriend 
smelled.   One  man  asked  what  he  did  for  his 
high  blood  pressure,  and  the  other  said,  "He 
drinks  2  Colt  45s  a  day."   The  patient  stated 
he  did  not  drink.   Rescue  kept  commenting  that 
he  did  not  act  or  look  as  if  he  had  been  hit 
by  a  truck. 

Negative  Social  Evaluation 

Rescue  is  in  a  filthy  rooming  house  working  with 
a  lady  with  hypoglycemia.   One  rescue  man 
made  a  comment  in  front  of  several  people 
about  how  the  drapes  were  really  torn  sheets, 
and  how  the  patient  would  never  be  interviewed 
for  Playboy  because  she  was  so  ugly  and  how 
rotten  the  bathroom  was. 

Discounting  interaction  is  more  commonly  seen  than  dis- 
counting behavior  because  rescue  is  less  likely  to  be 
reprimanded  for  social-psychological  interaction  than  for 
inadequate  technique  or  treatment.   Generally,  they  are 
criticized  for  sins  of  omission  and  not  sins  of  commission. 
Discounting  interaction  is  common,  is  accepted  as  a  response 
to  certain  situations,  and  is  a  source  of  much  rescue  humor 
and  stories. 

In  Time  for  Dying  (1968) ,  Glaser  and  Strauss  found 
that  many  of  the  nurses'  errors  were  social-psychological 
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and  that  they  were  not  officially  held  accountable  for  them 
even  if  they  were  visible  (p.  134) .   Perhaps  this  is  due  to 
our  present  emphasis  on  physical  care  rather  than  psycho- 
logical care. 

Both  discounting  behavior  and  interaction  among  rescue 
workers  are  the  result  of  casing  out  and  a  negative  cate- 
gorization.  They  essentially  "write  off"  the  patients  be- 
cause they  represent  the  "dirty  work"  and  rescue  strongly 
believe  that  these  patients  deserve  to  be  dismissed  with  a 
heavy  hand.   Discounting  is  a  way  of  controlling  demands 
for  service  and  helps  avoid  staff  burn-out.   Dr.  Herbert 
Freudenberger  (1975)  writes  that  staff  burn-out  is  often 
seen  when  the  people  in  need  of  service  have  multiple,  com- 
plex needs  and  continually  request  help,  and  when  the  help 
is  given  in  emergency  situations  (i.e.,  one  visit  calls) 
so  that  the  staff  satisfaction  is  minimal  and  the  psychic 
drain  is  great.   Consequently,  staff  have  to  develop  some 
behavioral  mechanisms  that  preserve  their  energy. 

Discounting  behavior  is  only  executed  when  it  does  not 
affect  the  covering  process.   Either  the  patients  are  felt 
to  be  so  worthless  and  so  inappropriate  in  their  request 
for  service  that  they  do  not  count,  or  they  are  isolated 
from  audiences  who  would  be  critical  of  rescue's  behavior. 
If  discounting  should  occur  in  other  circumstances  it  is 
because  the  man  lost  control  of  his  emotions  (see  page  68, 
example  1)  and  relinquished  his  cover. 


PART  III 
CONCLUSION 


CHAPTER  VIII 
FINAL  VIEWS  AND  IMPLICATIONS 

The  previous  four  chapters  explicate  the  substantive 
theory  of  covering,  a  protective  process  among  rescue  work- 
ers, which  was  systematically  generated  from  extensive  data 
collection.   The  covering  process  and  implementing  sub- 
processes  of  casing  out,  categorizing,  and  disposing  with 
their  corresponding  properties  essentially  are  uncodified 
strategies  which  rescue  workers  learn  experientially  through 
the  socialization  process  rather  than  through  didactic 
teaching  in  their  education  program.   Although  unarticulated, 
the  theory  can  account  for  and  can  predict  the  wide  varia- 
tion in  behavior  and  interaction  during  a  run.   And,  the 
theory  of  covering  can  be  applied  not  only  to  the  rescue 
division  where  it  derived  from  but  to  any  rescue  group 
after  preliminary  investigation  reveals  if  any  modifica- 
tions are  necessary  because  of  different  conditions. 

To  judge  a  theory  readers  should  concern  themselves 
with  four  criteria: 

Fit:   Do  the  categories  of  the  theory  fit  the  data? 

Work:   Can  the  theory  explain  and  predict  behavior  in 
the  area  of  inquiry? 

Relevance:   Is  there  a  core  problem  or  process  that 
was  allowed  to  emerge  from  the  data? 
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Modifiability :   Can  the  theory  easily  be  altered  if 
new  data  appear  (Glaser,  1978,  p.  4,  5)? 

Density  and  integration  are  additional  criteria  which 
are  significant  when  assessing  the  quality  of  a  theory. 
Density  refers  to  the  requirement  that  a  quality  theory  have 
a  great  number  of  propositions  which  prevent   the  theory 
from  being  quickly  summarized.   Integration  insures  that 
the  propositions  are  systematically  related  to  one  another 
(Glaser  and  Strauss,  1968,  p.  243). 

I  offer  the  theory  as  a  unified  set  of  hypotheses  with 
the  full  recognition  that  another  researcher  could  possibly 
arrive  at  another  explanatory  schema.   My  offering  is 
phenomenological  rather  than  logical  and  needs  to  be  read 
from  this  perspective. 

Implications  for  Grounded  Formal  Theory 

A  substantive  theory  is  an  intensive  theory  developed 
for  a  substantive  or  empirical  area  of  inquiry  such  as 
rescue  workers,  an  outpatient  clinic,  or  milkmen.   Formal 
theory,  an  extensive  theory,  is  developed  for  a  formal  or 
conceptual  area  of  inquiry  such  as  status  passage,  social- 
ization, or  stigma.   "Substantive  and  formal  theories  exist 
on  conceptually  ordered  distinguishable  levels  of  generality, 
which  differ  only  in  terms  of  degree"  (Glaser,  1978, 
p.  144).   They  fall  between  "minor  working  hypotheses  of 
everyday  life"  and  "grand"  theory  which  is  logically  de- 
duced and  "all-inclusive"  (Glaser,  1978,  p.  144). 
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Writing  a  substantive  theory  is  much  easier  than 
writing  a  formal  theory  because  it  is  more  limited  to  a 
given  area  of  inquiry  and  is  much  less  abstract.   Sub- 
stantive theories  can  be  stepping  stones  to  formal  theories 
in  a  variety  of  ways  and  consequently  are  significant  con- 
tributions to  the  body  of  knowledge  in  social  science. 

Covering,  as  a  basic  social  psychological  process 
evident  in  many  types  of  social  interaction,  has  potential 
to  be  rewritten  as  a  grounded  formal  theory.   The  substan- 
tive theory,  as  explained  in  the  present  research,  provides 
the  initial  direction  in  the  development  of  categories  and 
properties.   Then  the  researacher  transcends  the  time  and 
place  of  the  substantive  area,  and,  using  comparative 
analysis,  theoretically  samples  many  different  substantive 
areas  in  the  search  for  covering,  the  core  category,  and 
its  concommitant  properties.   Through  this  process  the 
original  categories  and  properties  will  be  altered  in  order 
to  construct  a  more  abstract  and  general  theory. 

During  my  research  I  became  aware  of  covering  in  a 

variety  of  situations  which  could  contribute  data  for  a 

formal  theory.   Here,  a  contemporary  author  reveals  covering 

during  professional  football  practice: 

Maxwell  released  the  rope  at  the  other  end  of 
my  exergenie,  and  I,  slowly  faking  intense 
effort,  went  through  the  specified  range  of 
motion.   Neither  Maxwell  nor  I  did  the  exer- 
cises correctly.   The  two  of  us  were  partners, 
each  allowing  the  other  to  loaf  through  the 
stations. 

Slowly  we  moved  through  the  complete  drill. 
Maxwell  and  I  held  our  breath  to  flush  our 
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faces  and  simulate  extreme  effort.   When 
the  drill  ended,  we  were  completely  rested. 
(Gent,  1973,  p.  58) 

Describing  police  behavior,  Harvey  Sacks  (1972)  gives 

examples  which  appear  to  correspond  to  rescues1  casing  out 

process : 

As  he  walks  through  his  beat  with  a  mature 
officer,  persons  who  to  him  appear  legit  are 
cast  in  the  light  of  the  illicit  activities 
in  which  the  latter  knows  they  are  engaged, 
(p.  285) 

Here  is  an  example  of  all  three  phases  of  casing  out — visu- 
alizing, interacting,  and  examining: 

Coming  to  a  street  intersection,  the  officers 
observed  a  man  crossing  the  intersection  who 
did  not  appear  to  know  where  he  was  going. 
The  officers  alighted  from  the  car,  questioned 
this  man,  and  searched  him.   (Sacks,  1972, 
p.  287) 

Covering  to  prevent  hassles  from  audiences  is  evident: 

The  wretched  man  positively  insisted  on  being 
arrested.   I'd  been  watching  for  a  long  time. 
And  I  didn't  see  how  I  could  let  him  carry 
on  much  longer  than  that.   He  might  get  killed. 
Or  someone  might  make  a  complaint  at  the 
police  station.   Then  where  would  I  be?   There 
were  a  lot  of  people  watching  him  and  I 
thought  most  of  them  knew  I  had  seen  him. 
They  would  be  thinking  it  was  time  I  did 
something  about  it.   (Sacks,  1972,  p.  292) 

Bryan  (1968),  in  "Apprenticeships  in  Prostitution," 
writes  of  the  prostitutes'  goal:   "The  idea  is  to  get  rid 
of  clients  as  quickly  as  possible"  (p.  264) .   This  is 
reminiscent  of  rescues'  goal  and  surely  prostitutes  go 
through  a  casing  out  and  categorizing  process  with  their 
patrons . 

Football  players,  police,  prostitutes,  physicians, 
nurses,  and  contractors  would  offer  interesting  slices  of 
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data  for  a  formal  theory  on  covering.   The  researcher  com- 
pares these  diverse  groups  which  yield  conceptual  generality 
and  complexity.   In  each  group  the  motives,  strategies, 
consequences,  and  conditions  for  covering  will  vary,  making 
for  a  theory  with  a  broad  scope.   The  emergent  grounded 
formal  theory  remains  linked  with  the  data  by  my  substan- 
tive theory  on  covering  and  the  data  from  a  variety  of 
substantive  areas. 

A  theory  on  emergency  care  is  a  second  suggestion  for 
a  formal  theory.   Using  the  theory  of  covering  in  rescue 
workers  as  basic,  a  researcher  could  comparatively  analyze 
other  systems  of  emergency  care.   Crisis  hotlines,  child 
abuse  centers,  emergency  rooms,  shelters  for  battered  women, 
rape  and  drug  crisis  units,  and  psychiatric  evaluators  in 
emergency  rooms  offer  viable  resources  to  extend  the  data 
base.   A  formal  theory  of  emergency  care  could  aid  in  more 
effective  organization  and  administration  of  services  and 
in  improving  the  quality  of  care  extended  to  patients 
utilizing  such  services. 

Implications  for  Verif icational  Studies 

A  researcher  skilled  at  using  quantitative  methods  can 
easily  peruse  this  study  and  construct  many  hypotheses  about 
emergency  care  by  rescue  workers.   Each  category,  property, 
strategy,  or  consequence  can  be  rewritten,  making  it  suit- 
able for  testing.   Both  quantitative  and  qualitative  research 
results  can  then  work  together  in  the  construction  and 
elaboration  of  theory. 
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Implications  for  Application 

One  of  the  wonderful  assets  of  a  grounded  theory  is  its 
practical  nature.   Because  the  theory  is  grounded  in  the 
data  and  thus  has  relevance  for  the  substantive  area  of 
study,  the  possibilities  for  application  are  great.   Be- 
sides fit,  to  be  useful  the  theory  must  be  readily  under- 
standable by  laymen  concerned  with  the  area  or  by  those  who 
work  in  the  area.   And  it  must  be  general  enough  to  apply 
to  a  wide  variety  of  daily  occurrences.   A  final  pre- 
requisite for  the  success  of  applying  a  grounded  theory 
necessitates  that  the  person  who  uses  the  theory  has  partial 
control  over  the  structure  and  processes  of  life  and  work 
in  the  substantive  area  (Glaser  and  Strauss,  1967,  p.  237). 

To  be  used  in  practice  a  grounded  theory  must  have 
controllable  and  access  variables.   Covering  is  the  essen- 
tial controllable  variable  in  the  present  study  and  rescue 
workers  have  control  over  the  interactive  and  behavioral 
variables — the  stages,  strategies,  and  consequences  of 
covering.   Understanding  the  theory  of  covering  gives  them 
information  for  consideration  and  options  for  their  actions 
on  a  run.   The  theory  can  help  them  understand  what  they 
are  doing  and  why  and  can  help  them  be  more  effective  and 
efficient. 

Access  variables  are  "social  structural  variables  that 
allow,  guide,  and  give  persons  access  either  to  the  con- 
trollable variables  or  to  the  people  who  control  them" 
(Glaser  and  Strauss,  1967,  p.  248) .   For  example,  rescue 
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workers  have  access  to  the  process  of  covering  and  its  con- 
commitant  subprocesses  and  strategies.   The  fire  and  rescue 
administration  have  direct  responsibility  for  rescue  workers, 
giving  them  a  legitimate  word  in  covering  behaviors  and 
interaction.   And  they  influence  the  organizational  and 
structural  aspects  of  rescue  care. 

By  understanding  the  theory  of  covering  the  people  in 
rescues'  educational  program  could  more  specifically  ex- 
plain the  processes  necessary  in  rescue  work.   They  can 
discuss  the  conditions,  phases,  strategies,  and  consequences 
and  emphasize  which  behaviors  and  interaction  yield  better 
patient  care  and  why.   If  a  rescue  recruit  can  be  taught 
to  "case  out"  in  an  orderly  and  systematic  fashion,  his 
efficiency  and  effectiveness  should  improve.   If  rescue 
workers  are  made  aware  of  types  of  patient  behavior  that 
anger  them  and  discuss  reasons  for  this,  perhaps  they  will 
be  less  quick  to  condemn  and  more  willing  to  experiment 
with  other  behavioral  and  interactive  options.   In  a  sense 
they  can  experiment  with  the  theory,  thereby  reinforcing  it 
or  offering  additional  data  for  modification.   Involvement 
in  ongoing  practical  research  has  potential  for  stimulating 
intellectual  growth  which  can  only  enhance  patient  care. 

Experiential,  on-the-job  training  with  awareness  of 
the  theory  of  covering  can  be  more  structured  and  visible 
rather  than  unarticulated  and  haphazard. 

Evaluation  of  rescue  workers  by  administration  can  be 
extended  to  include  social-psychological  care  as  well  as 
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technical  care.   This  study  illuminates  the  role  of  social- 
psychological  care  in  rescue  work.   Although  it  may  not 
specifically  be  discussed  in  classes  or  on  the  job,  it  is 
very  much  a  factor  in  the  daily  work  of  rescue.   A  high 
incidence  of  certain  covering  strategies  could  predict 
burn-out  while  other  behaviors  may  reveal  an  exceptional 
rescue  worker. 

The  substantive  theory  of  covering  is  revealed  as  a 
dynamic  process  for  the  researcher,  a  layman  in  terms  of 
rescue  work,  and  for  the  rescue  personnel,  laymen  in  terms 
of  social  science  research.   A  close  working  relationship 
of  two  such  diverse  groups  of  people  has  much  to  offer 
theory  construction  and  the  delivery  of  health  care  ser- 
vices. 

Additional  conceptualizations  basic  to  the  theory  of 
covering  are  sources  for  further  research.   Casing  out, 
categorizing,  and  disposing  are  evidenced  in  much  of  our 
health  care  system.   Processing  people  through  bureaucratic 
structures  is  the  essence  of  contemporary  health  care. 
We  need  to  examine  our  processing  so  as  to  insure  good 
comprehensive  care  for  patients.   More  effective  processing 
may  necessitate  different  programs  and  may  help  decrease 
staff  absenteeism,  low  morale,  and  nonaccountability  which 
are  rampant  in  many  service  agencies.   A  decrease  in  staff 
burn-out  and  an  improvement  in  patient  care  are  worthwhile 
practical  goals  for  research  on  processing. 

Discounting  strategies  or  unethical  behavior  among 
professionals  are  of  special  interest  because  of  their 
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dehumanizing  effects  on  patients.   With  the  current  emphasis 
on  technology  and  economics  in  patient  management,  quality- 
studies  on  dehumanization  would  be  refreshing  counterparts. 
Glaser  and  Strauss  (1965)  ask:   "Under  what  general  con- 
ditions of  work  are  professionals  forced,  allowed  and  helped 
to  act  unprofessionally  in  order  to  get  a  professional  job 
done?"  (p.  220) .   They  point  out  that  most  studies  focus 
on  how  professionals  are  trained  to  act  professionally 
rather  than  unprofessionally. 

Whether  specific  patient  behavior  elicits  predictable 
responses  from  health  care  workers  is  another  area  for 
research.  If  correlations  can  be  demonstrated,  there  are 
educational  implications  for  rescue  to  learn  about  differ- 
ing cultural  values  and  behaviors,  and  for  the  patients  to 
enable  them  to  better  conform  to  insure  better  care.  Roth 
(1972)  discusses  the  training  of  clients: 

The  amount  of  trouble  one  is  willing  to  go  to 
to  train  his  clientele  depends  on  how  much 
power  of  selection  he  has.   The  easier  it  is 
for  one  to  avoid  or  get  rid  of  poor  clients 
(that  is,  those  clients  whose  behavior  or 
attributes  conflict  with  one's  conception  of 
his  proper  work  role) ,  the  less  interested  one 
is  in  putting  time  and  energy  into  training 
clients  to  conform  more  closely  to  one's 
ideal.   And,  of  course,  the  converse, 
(p.  853) 

Whether  or  not  training  of  clients  effectively  reduces 

"unnecessary"  runs  for  rescue  or  emergency  room  visits  is 

an  area  for  experimental  research. 
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General  Considerations  and  a  Few  Propositions 

De  rigueur  for  any  field  researcher  is  the  quality  of 
being  nonjudgmental .   One  strives  to  be  "objective,"  to 
view  the  world  through  the  eyes  of  the  participants  and  to 
present  a  clear  rendition  of  their  reality,  untainted  by 
value  judgments  of  the  researcher.   I  believe  I  was  success- 
ful at  this  and  part  of  me  is  an  advocate  for  rescue  workers 
because  I  vividly  felt  their  stresses,  strains,  and  problems 
which  at  times  are  complex  and  extensive.   I  emerged  with 
a  true  respect  for  the  nature  of  their  work. 

Other  parts  of  me,  the  psychiatric  nurse  who  is  a 
patient  advocate  and  the  applied  anthropologist  who  con- 
siders the  concept  of  culture  and  the  overall  system  of 
health  care,  had  some  thoughts  about  rescue  care.   Such 
thoughts  were  in  direct  response  to  rescue  behaviors  which 
conflicted  with  my  values  and  to  repetitive  "problems"  as 
identified  persistently  by  many  rescue  men. 

Only  10%  (some  say  2%  is  more  accurate)  of  rescue  runs 
are  true  emergencies  yet  rescue  is  socialized  to  the  "ideal" 
of  responding  to  a  real  life  and  death  situation.   This  is 
what  they  love.   Realism  in  the  recruitment  program  and  in 
the  educational  program  may  diminish  some  of  the  anger  at 
the  loss  of  their  fantasy.   Reality  shock  may  be  decreased. 
Recruitment  could  focus  on  the  men's  desire  to  process 
patients  rather  than  to  fight  fires.   Perhaps  a  different 
type  of  man  would  apply  if  he  recognized  the  reality  of 
the  work.   They  need  to  be  desirous  of  dealing  with  all 
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socioeconomic  groups  and  all  types  of  illnesses  with  the 
emphasis  on  crisis  intervention. 

Education  can  focus,  in  part,  on  social-psychological 
care  and  on  care  of  the  typical  non-emergency.   Normal 
psychological  responses  to  stress  and  differing  cultural 
responses  to  stress  are  essential  to  understanding  patient 
behavior.   Strategies  for  coping  with  varying  difficult 
behaviors  could  be  built  into  the  formal  classes.   A  break- 
down of  types  of  runs  and  diagnoses  could  aid  in  planning 
the  educational  program. 

Teaching  rescue  workers  about  existing  community  re- 
sources gives  them  additional  and  viable  options  during 
disposition  which  could  decrease  their  frustration  evidenced 
on  so  many  runs.   That  is,  if  a  patient  really  does  not 
need  emergency  care  but  has  a  social  problem,  rescue  could, 
as  a  crisis  intervention  team,  refer  the  patient  to  an 
appropriate  agency. 

Rescue  administration  could  contemplate  certain  organi- 
zational changes  which  may  upgrade  the  quality  of  care. 
Certain  areas  of  town  are  known  as  the  "pus  pockets."   In 
these  areas  there  appears  to  be  a  higher  incidence  of  staff 
burn-out.   Rotations  to  more  affluent  areas  which  incur 
fewer  non-emergency  runs  might  decrease  staff  burn-out. 
An  alteration  in  shift  schedules  from  24  hours  to  eight 
hours  may  increase  professionalism  and  offer  relief  from 
physical  and  psychic  exhaustion. 
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Periodically  polling  the  men  for  their  perceptions  of 
problems  and  suggestions  for  remedies  may  help  them  feel 
more  involved  and  responsible  and  less  "victims"  of  the 
administration . 

Upon  much  reflection  I  question  the  concept  of  rescue 
care  as  care  limited  to  severe  physical  injuries  or  dis- 
ability.  More  people  suffer  more  often  from  social- 
psychological  types  of  crises  alone  or  concommitant  with 
physical  injuries.   Recognizing  this  reality  and  not  neglect- 
ing the  technical  sophistication  necessary  for  the  care  of 
heart  attacks  and  trauma,  one  can  redefine  rescue  by  ex- 
tending its  services  to  serve  the  needs  of  the  clients 
rather  than  pursuing  exclusively  the  dramatic  fantasies 
which  are  so  much  a  part  of  rescue's  public  image. 


BIBLIOGRAPHY 


Accidental  Death  and  Disability.   National  Research  Council 
PHS  Publication  No.  1071-A-13,  September,  1970. 

Alper,  P.   We  don't  need  this  kind  of  emergency  medical 
service.   Medical  Economics,  1979,  July  9,  75-81. 

Bailyn,  L.   You've  gotta  be  good  to  make  it  in  this  town. 
Emergency,  1977,  9(6),  27-30. 

Barnouw,  V.   Culture  and  Personality.   Homewood,  Illinois: 
The  Dorsey  Press,  1973. 

Becker,  H. ,  Geer,  B. ,  Hughes,  E. ,   &   Strauss,  A.   Boys  in 
White.   Chicago:   The  University  of  Chicago  Press, 
1961. 

Bigus,  0.   The  milkman  and  his  customer:   A  cultivated 

relationship,   Urban  Life  and  Culture.   July,  1972, 
131-165.    "        ~  " 

Birenbaum,  A.   &  Sagarin,  E.   People  in  Places.   New  York: 
Praeger  Publishers,  1973. 

Blumer,  H.   Society  as  symoblic  interaction.   In  Rose,  A. 
(ed. ) .  Human  Behavior  and  Social  Processes:   An 
Interactionist  Approach.   Boston:   Houghton  Mifflin 
Co.,  1962,  179-205. 

Bruyn,  S.   The  methodology  of  participant  observation. 

In  Roberts,  J.   &  Akinsanya,  S.  (eds.).   Educational 
Patterns  and  Cultural  Configurations .   New  York: 
David  McKay  Company,  Inc.,  1976,  247-264. 

Bryan,  J.   Apprenticeships  in  prostitution.   In  Truzzi,  M. 
(ed.) .   Sociology  and  Everyday  Life.   Englewood 
Cliffs,  New  Jersey:   Prentice-Hall  Inc.,  1968,  251- 
268. 

Brye,  P.  &  Reding,  R.   Primer  on  HEW s  health  planning 
policy  puzzle.   JACEP ,  1978,  7(5),  213-216. 

Chick,  J.   Your  other  half:   Coping  with  personalities  and 
mannerisms  of  EMT  partners.   The  EMT  Journal,  1978, 
2(3) ,  78-79. 


-133- 


-134- 


Cranston,  A.   The  Emergency  Medical  Services  Systems  Act — 
What  to  expect  in  1978.   Emergency  Medical  Services, 
1977,  6(6),  91-92. 

Douglas,  D.   Occupational  and  Therapeutic  Contingencies  of 
Ambulance  Services  in  Metropolitan  Areas.   Doctoral 
Dissertation,  Univ.  Calif.  Davis,  1970. 

Douglas,  J.   Investigative  Social  Research.   Beverly  Hills, 
California:   Sage  Publications,  Inc.,  1976. 

Eddy,  E.   Rites  of  passage  in  a  total  institution.   Human 
Organization,  1964,  23(1),  67-75. 

Eddy,  E.  &  Partridge,  W.  (eds.).   Applied  Anthropology  in 
America.   New  York:   Columbia  University  Press,  1978. 

EMSS  Act  of  1973.   Regulations  and  guidelines,  U.S.  Govern- 
ment Printing  Office,  1973. 

First  forum  debate:   The  current  paramedic  trend  de-empha- 
sizes basic  EMT-A  training  and  is  detrimental  to 
initial  goals  of  EMS.   Emergency  Medical  Services, 
1976,  5(5),  77-89. 

Fitts,  W. ,  Lehr,  H. ,  Bitner,  R. ,  &  Spelman,  J.   An  analysis 
of  950  fatal  injuries.   Surgery,  1964,  56_(4),  663-668. 

Ford,  C.   Where  do  you  take  the  patient?   Emergency  Medical 
Services,  1974,  3(6),  10-21. 

Fox,  R.   Training  for  uncertainty.   In  Merton,  R. ,  Reader, 
G. ,  &  Kendall,  P.  (eds. ) .   The  Student  Physician. 
Cambridge,  Massachusetts:   Harvard  University  Press, 
1957. 

Fox,  R.   Experiment  Perilous.   Glencoe,  Illinois:   The  Free 
Press,  1959. 

Fox,  R.  &  Swazey,  J.   The  Courage  to  Fail.   Chicago:   The 
University  of  Chicago  Press,  1974. 

Freudenberger,  H.   The  Staff  Burn-Out  Syndrome .   Washington, 
D.C.:   The  Drug  Abuse  Council,  Inc.,  1975. 

Gavin,  W.  A  view  of  EMS  through  the  eyes  of  a  social 
worker.  Emergency  Medical  Services,  1979,  8J3) , 
46-47. 

Gent,  Peter.   North  Dallas  Forty.   New  York:   Signet,  1973. 

Glaser,  B.  (ed. ) .   Organizational  Careers.   Chicago:   Aldine 
Publishing  Co.,  1968. 


-135- 


Glaser,  B.   The  Patsy  and  the  Subcontractor .   Mill  Valley, 
California:   The  Sociology  Press,  1972. 

Glaser,  B.   Theoretical  Sensitivity.   Mill  Valley,  Cali- 
fornia:  The  Sociology  Press,  1978. 

Glaser,  B.  &  Strauss,  A.  Awareness  of  Dying.  Chicago: 
Aldine  Publishing  Co.,  1965. 

Glaser,  B.  &  Strauss,  A.   The  Discovery  of  Grounded  Theory. 
Chicago:   Aldine  Publishing  Co.,  1967. 

Glaser,  B.  &  Strauss,  A.   Time  for  Dying.   Chicago:   Aldine 
Publishing  Co.,  1968. 

Goffman,  E.  The  Presentation  of  Self  in  Everyday  Life. 
Garden  City,  New  York:  Doubleday  &  Company,  Inc., 
1959. 

Goffman,  E.   Encounters:   Two  Studies  in  the  Sociology  of 
Interaction.   Indianapolis:   Bobbs-Merrill ,  1961. 

Goffman,  E.   Behavior  in  Public  Places:   Notes  on  the  Social 
Organization  of  Gatherings.   New  York:   Free  Press, 
1963. 

Goffman,  E.   Interaction  Ritual :   Essays  on  Face  to  Face 
Behavior.   Chicago:   Aldine  Publishing  Co.,  1967. 

Gouldner,  A.   Theoretical  requirements  of  the  applied  social 
sciences.   American  Sociological  Review,  1957,  22(1), 
92-102. 

Grace,  W.  &  Chadbourn,  J.   The  mobile  coronary  care  unit. 
Diseases  of  the  Chest,  1969,  55(6),  452-455. 

Hanlon,  J.   Emergency  Medical  Services — New  program  for  an 
old  problem.   Health  Services  Reports,  1973,  88(3) , 
205-212.  "~        ~   "  ~" 

Harvey,  J.   The  Emergency  Medical  Services  Systems  Act  of 
1973 — History  and  potential  consequences.   American 
College  of  Surgeons  Bulletin,  June  1975,  19-22. 

Henry,  J.   On  Sham,  Vulnerability  and  Other  Forms  of  Self- 
Destruction.   New  York:   Vintage  Books,  1973. 

Howard,  J.  &  Strauss,  A.  (eds.).   Humanizing  Health  Care. 
New  York:   John  Wiley  &  Sons,  1975. 

Hughes,  E.   Men  and  Their  Work.   New  York:   The  Free  Press 
of  Glencoe,  1958. 


-136- 


Hughes,  E.   The  Sociological  Eye.   New  York:   Aldine- 
Atherton,  19  71. 

Husserl,  E.   Ideas.   New  York:   Collier  Books,  1960. 

Klapp,  0.   Heroes,  Villains,  and  Fools.   Englewood  Cliffs, 
New  Jersey:   Prentice-Hall  Inc.,  1962. 

Leonard,  R.   Emergency  physicians.   Firehouse,  1978,  October, 
20,  90-92. 

Levy,  R.  &  Gale,  M.   Interactional  approach  to  the  difficult 
emergency  department  patient.   JACEP ,  1977,  6_(1), 
7-9.  

Lofland,  J.   Analyzing  Social  Settings.   Belmont,  California: 
Wadsworth  Publishing  Co.,  1971. 

Lyman,  S.  &  Scott,  M.   A  Sociology  of  the  Absurd.   New 
York:   Appleton-Century-Crof ts ,  1970. 

Mauss,  M.   The  Gift:   Forms  and  Functions  of  Exchange  in 
Archaic  Societies.   Translated  by  Ian  Cunnison. 
Glencoe,  Illinois:   The  Free  Press,  1954. 

McDermott,  S.   Analyzing  the  need  for  paramedics.   Emergency 
Medical  Services,  1976,  5(2),  50-57. 

McFadden,  C.   The  ultimate  horror  movie.   Newsweek,  August 
7,  1978,  13. 

Micek,  S.   EMS  Systems  Design  and  Implementation .   San 
Diego:   EMS  Guidelines,  October,  1977. 

Motley,  R.   The  EMT — A  new  allied  health  professional. 
Emergency  Medical  Services,  1977,  6_(6)  ,  105-107. 

Nanry,  C.  &  Nanry,  J.   Prof essionalization  and  poverty  in 
a  community  hospital.   In  Strauss,  A.  (ed.).   Where 
Meeicine  Fails.   New  Brunswick,  New  Jersey:   Transaction 
Books,  1973,  95-117. 

Oleson,  V.  &  Whittaker,  E.   The  Silent  Dialogue.   San 
Francisco:   Jossey-Bass  Inc.,  1968. 

Ovryn,  R.   Psychological  problems  related  to  basic  life 
support.   Unpublished  paper.   January  1975. 

Pantridge,  J.   The  mobile  coronary  care  unit.   Hospital 
Practice,  1969,  4(8),  64-73. 

Parsons,  T.   The  Social  System.   Glencoe,  Illinois:   The 
Free  Press,  1951,  447-454. 


-137- 


Poliafico,  F.   The  EMT  and  the  nurse.   Emergency  Medical 
Services,  1974,  ^3(1),  38-41. 

Rockwood,  C,  Mann,  C.  ,  Farrington,  J.,  Hampton,  0.,  & 

Motley,  R.   History  of  emergency  medical  services  in 
the  U.S.   The  Journal  of  Trauma,  1976,  16(4) ,  299- 
307. 

Roth,  J.   Timetables.   Indianapolis:   Bobbs-Merrill ,  1963. 

Roth,  J.   Some  contingencies  of  the  moral  evaluation  and 

control  of  clientele:   The  case  of  the  hospital  emer- 
gency service.   American  Journal  of  Sociology,  1972, 
77(5) ,  839-856. 

Sacks,  H.  Notes  on  police  assessment  of  moral  character. 
In  Sudnow,  D.  (ed.) .  Studies  in  Social  Interaction. 
New  York:   The  Free  Press,  1972. 

Scarano,  S.   Identity  and  the  EMT.   Emergency,  1978,  10 (7)  , 
25-29. 

Schatzman,  L.  &  Strauss,  A.   Field  Research:   Strategies 
for  a  Natural  Sociology.   Englewood  Cliffs,  New 
Jersey:   Prentice-Hall,  1973. 

Smith,  L.  &  Pohland,  P.   Grounded  theory  and  educational 
ethnography:   Methodological  analysis  and  critique. 
In  Roberts,  J.  &  Akinsanya,  S.  (eds.).   Educational 
Patterns  and  Cultural  Configurations .   New  York: 
David  McKay  Company,  Inc.,  1976,  264-278. 

Standard  Operating  Procedures.   Fire  Division,  Rescue 
Activity,  August,  1978. 

Strauss,  A.  (ed.).  Where  Medicine  Fails.  New  Brunswick, 
New  Jersey:   Transaction  Books,  1973. 

Strauss,  A.   Chronic  Illness  and  the  Quality  of  Life. 
St.  Louis:   The  C.V.  Mosby  Company,  1975. 

Strauss,  A.,  Glaser,  B.,  &  Quint,  J.   The  nonaccountability 
of  terminal  care.   Hospitals,  JAHA,  1964,  38./  73-87. 

Strauss,  A.  &  Glaser,  B.   Anguish — The  Case  History  of  a 
Dying  Trajectory.   Mill  Valley,  California:   The 
Sociology  Press,  1970. 

Sudnow,  D.   Dead  on  arrival.   In  Strauss  A.  (ed.).   Where 

Medicine  Fails.   New  Brunswick,  New  Jersey:  Transaction  Books, 
1973,  193-211. 

Truzzi,  M.  (ed.) .   Sociology  and  Everyday  Life.   Englewood 
Cliffs,  New  Jersey:   Prentice-Hall,  Inc.,  1968. 


-138- 


Van  Wagoner,  F.   Died  in  hospital — A  three  year  study  of 
deaths  following  trauma.   Journal  of  Trauma ,  1961, 
1(4)  ,  401-408. 

Waters,  J.   Problems  of  municipal  emergency  medical  systems. 
Emergency  Medical  Services,  1974,  3(4),  10-14,  40-42. 

Waters,  J.   Quality  control  or  what's  going  on  out  there? 
Emergency  Medical  Services,  1979,  8(3),  20-22. 

Waters,  J.  &  Wells,  C.   The  effects  of  a  modern  emergency 
medical  care  system  in  reducing  automobile  crash 
deaths.       Journal  of  Trauma,  1973,  13(7),  645-647. 

Whyte,  W.   Men  at  Work.   Westport,  Connecticut:   Greenwood 
Press,  1961. 

Wilson,  H.   Infra-Controlling :   The  Social  Order  of  Freedom 

in  an  Anti-Psychiatric  Community.   Doctoral  Dissertation, 
University  of  California,  Berkley,  1974. 

Wilson,  H.  &  Mosher,  L.   Usual  hospital  treatment  for 

schizophrenics:  A  dispatching  process.   Unpublished 
paper.   January,  1976. 


BIOGRAPHICAL  SKETCH 

Sally  Ambler  Hutchinson  was  born  in  Philadelphia, 
Pennsylvania,  on  January  26,  1943.   She  is  the  only  daughter 
of  Wayne  and  Sara  Ambler  and  the  sister  of  Wayne  Ambler, 
four  years  her  junior. 

After  growing  up  in  Abington,  Pennsylvania,  and  gradu- 
ating from  Abington  High  School  in  1960,  she  went  to  Duke 
University  in  Durham,  North  Carolina,  where  she  received  her 
Bachelor  of  Science  in  nursing  in  1964.   Marriage  to  Dr. 
W.R.  Hutchinson  occurred  in  September,  1964. 

Teaching  diploma  nursing  students  at  a  state  psychiatric 
hospital  in  Connecticut  and  a  head  nurse  position  at  a  com- 
munity mental  health  center  in  San  Diego,  California,  in- 
spired her  to  return  to  school.   She  received  her  master's 
in  psychiatric  nursing  in  1968  from  the  University  of 
Florida.   Several  bouts  of  university  teaching,  positions 
as  a  clinical  specialist,  inservice  director,  and  as  a 
nurse-therapist  in  private  practice,  and  two  daughters  born 
in  1969  and  1971,  caused  some  career  reflection  and  she 
returned  to  school  at  the  University  of  North  Florida  to 
study  literature  which  resulted  in  a  Bachelor  of  Arts  in 
1975. 


-139- 


-140- 


After  another  university  teaching  experience  in  a  second 
step  nursing  program  she  began  doctoral  study  at  the  Uni- 
versity of  Florida.   Anthropology  and  the  social  foundations 
of  education  broadened  her  psychologically  oriented  con- 
ceptual framework.   Applied  research  emerged  as  a  special 
interest.   Her  doctoral  study  was  partially  funded  by  a 
predoctoral  nurse  fellowship  from  the  Department  of  Health, 
Education,  and  Welfare.   She  received  her  Ph.D.  in  December, 
1979. 


I  certify  that  I  have  read  this  study  and  that  in  my 
opinion  it  conforms  to  acceptable  standards  of  scholarly 
presentation  and  is  fully  adequate,  in  scope  and  quality, 
as  a  dissertation  for  the  degree  of  Doctor  of  Philosophy. 


Rodman  B.  Webb,  Chairman 
Associate  Professor, 

Foundations  of  Education 


I  certify  that  I  have  read  this  study  and  that  in  my 
opinion  it  conforms  to  acceptable  standards  of  scholarly 
presentation  and  is  fully  adequate,  in  scope  and  quality, 
as  a  dissertation  for  the  degree  of  Doctor  of  Philosophy. 


' 

4-J^ 


Hal  Lewis 

Distinguished  Service  Professor 

Emeritus,  Foundations  of 

Education 


I  certify  that  I  have  read  this  study  and  that  in  my 
opinion  it  conforms  to  acceptable  standards  of  scholarly 
presentation  and  is  fully  adequate,  in  scope  and  quality, 
as  a  dissertation  for  the  degree  of  Doctor  of  Philosophy. 

— — t  ^/ 


Carol  Taylor 
Assistant  Professor, 
College  of  Nursing 


I  certify  that  I  have  read  this  study  and  that  in  my 
opinion  it  conforms  to  acceptable  standards  of  scholarly 
presentation  and  is  fully  adequate,  in  scope  and  quality, 
as  a  dissertation  for  the  degree  of  Doctor  of  Philosophy. 


I 


Elizabeth  Eddy 
Professor,  Department  of 
Anthropology 


I  certify  that  I  have  read  this  study  and  that  in  my 
opinion  it  conforms  to  acceptable  standards  of  scholarly 
presentation  and  is  fully  adequate,  in  scope  and  quality, 
as  a  dissertation  for  the  degree  of  Doctor  of  Philosophy. 


Otto  von  Meting 

Professor,  Deg, 

Anthropolq 


This  dissertation  was  submitted  to  the  Graduate  Faculty  of 
the  Department  of  Foundations  of  Education  in  the  College 
of  Education  and  to  the  Graduate  Council,  and  was  accepted 
as  partial  fulfillment  of  the  requirements  for  the  degree 
of  Doctor  of  Philosophy. 


December,  1979 


~ 


yU({  J<. 


VA 


r*- 


\_-- 


Chairman,  Foundations  of 
Education 


X-* 


_?£  6£^_ 


Dean,  Graduate  School 


UNIVERSITY  OF  FLORIDA 


3  1262  08666  356  3 


